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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

APPLICATION FOR PERMIT RECE! VE

SECTION I IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION . 2014

This Section must be completed for all projects.
18 Sectio comp orafl proj HEALTH FACILITIES &

. Facility/Project Identification SERVICES REVIEW BOARD
Facility Name: Chicago Ridge Dialysis
Street Address: 10511 South Harlem Avenue
City and Zip Code: Worth, lllinois 60482
County: Cook Health Service Area: 7 Health Planning Area: 7
Applicant /Co-Applicant Identification
[Provide for each co-applicant [refer to Part 1130.220].
Exact Legal Name: DaVita HealthCare Partners Inc.
Address: 2000 16" Street, Denver, CO 80202
Name of Registered Agent: lllinois Corporation Service Company
Name of Chief Executive Officer: Kent Thiry
CEO Address: 2000 16™ Street, Denver, CO 80202
Telephone Number: (303) 405-2100
Type of Ownership of Applicant/Co-Applicant
UJ Non-profit Corporation 4 Partnership
X For-profit Corporation . UJ Governmental
] Limited Liability Company ] Sole Proprietorship ] Other
o Corporations and limited liability companies must provide an lilinois certificate of good
standing. .
o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.
~APPEND DOCUMER
" APPLICATION EORM:*

Primary Contact
[Person to receive ALL correspondence or inquiries)

Name: Tim Tincknell

Title; Administrator, CON Projects

Company Name: DaVita HealthCare Partners, Inc.

Address: 1333 North Kingsbury Street, Suite 305, Chicago, lllinois 60642

Telephone Number: 312-649-9289

E-mail Address: timothy.tincknell@davita.com

Fax Number: 866-586-3214

Additional Contact
[Person who is also authorized to discuss the application for permit]

Name: Ronny Philip

Title: Regional Operations Director

Company Name: DaVita HealthCare Partners Inc.

Address: 13155 South LaGrange Road, Orland Park, lllinois 60462

Telephone Number: 708-923-0928

E-mail Address: ronny.philip@davita.com

Fax Number: 855-871-6348
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD
APPLICATION FOR PERMIT

SECTION I. IDENTIFICATION, GENERAL INFORMATION, AND CERTIFICATION
This Section must be completed for all projects.

Facility/Project Identification

Facility Name: Chicago Ridge Dialysis

Street Address: 10511 South Harlem Avenue

City and Zip Code: Worth, lllinois 60482

County: Cook Health Service Area: 7 Health Planning Area: 7

Applicant /Co-Applicant Identification
_[Provide for each co-applicant [refer to Part 1130.220].

Exact Legal Name: Cagles Dialysis, LLC

Address: 2000 16" Street, Denver, CO 80202

Name of Registered Agent: lllinois Corporation Service Company
Name of Chief Executive Officer. Kent Thiry

CEO Address: 2000 16" Street, Denver, CO 80202

Telephone Number: (303) 405-2100

Type of Ownership of Applicant/Co-Applicant

OJ Non-profit Corporation ] Partnership
X For-profit Corporation J Governmental
J Limited Liability Company J Sole Proprietorship J Other

o Corporations and limited liability companiés must provide an lllinois certificate of good

standing.
o Partnerships must provide the name of the state in which organized and the name and address of

each partner specifying whether each is a general or limited partner.

ZAPPLICATION EORM, " . 1~ b o .=

Primary Contact

[Person to receive ALL correspondence or inquiries)

Name: Tim Tincknell

Title: Administrator, CON Projects

Company Name: DaVita HealthCare Partners Inc.

Address: 1333 North Kingsbury Street, Suite 305, Chicago, lllinois 60642
Telephone Number: 312-649-9289

E-mail Address: timothy.tincknell@davita.com

| Fax Number: 866-586-3214

Additional Contact

[Person who is also authorized to dlscuss the application for permit]
Name: Ronny Philip

Title: Regional Operations Director

Company Name: DaVita HealthCare Partners Inc.

Address: 13155 South LaGrange Road, Orland Park, lllinois 60462
Telephone Number: 708-923-0928

E-mail Address: ronny.philip@davita.com

Fax Number: 855-871-6348
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Post Permit Contact

[Person to receive all correspondence subsequent to permit issuance-THIS PERSON MUST BE
EMPLOYED BY THE LICENSED HEALTH CARE FACILITY AS DEFINED AT 20 ILCS 3960
Name: Charles Sheets

Title: Attorney

Company Name: Polsinelli PC

Address: 161 North Clark Street, Suite 4200, Chicago, lllinois 60601

Telephone Number: 312-873-3605

| E-mail Address: csheets@polsinelli.com

| Fax Number: 312-873-3793

Site Ownership

[Provide this information for each applicable site]

Exact Legal Name of Site Owner: Palestra Real Estate Partners, Inc

Address of Site Owner: 808 Montparnasse Place, Newtown Square, PA 19073

Street Address or Legal Description of Site: This site is comprised of two tax parcels, as
described on the legal descriptions set forth below:

Tax Parcel One:

The west 65.80 feet (measured perpendicular to the west line) of Lot 1 in Aldi subdivision, being
a subdivision of part of the northwest ¥4 of Section 18, Township 37 North, Range 13, east of
the Third Principal Meridian, according to the Plat thereof recorded June 18, 1990 as document
number 90-287592, in Cook County, lllinois.

Tax Parcel Four:

Lot 1 (except the west 65.80 feet measured perpendicular to the west line thereof) in Aldi
subdivision being a subdivision of part of the northwest ¥4 of Section 18, Township 37 North,
Range 13, east of the Third Principal Meridian, according to the Plat thereof recorded June 18,
1990 as document number 90-287592, in Cook County, lllinois.

" APPLICATION FORM:

APPEND DOCUMENTATIQN AS ATTACHMENT-Z IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE :

Operating Identity/Licensee

[Provide this information for each applicable facility, and insert after this page.]
Exact Legal Name: Cagles Dialysis, LLC

Address: 2000 16" Street, Denver, CO 80202

0 Non-profit Corporation ' ] Partnership
O] For-profit Corporation OJ Governmental
X Limited Liability Company OJ Sole Proprietorship O Other

o Corporations and limited liability companies must provide an Iliinois Certificate of Good Standing.

o Partnerships must provide the name of the state in which organized and the name and address of
each partner specifying whether each is a general or limited partner.

o Persons with § percent or greater interest in the licensee must be identified with the % of
ownership.

.APPLICATION FORM. -

Organizational Relationships
| Provide (for each co-applicant) an organizational chart containing the name and relationship of any |
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

person or entity who is related (as defined in Part 1130.140). If the related person or entity is participating
in the development or funding of the project, describe the interest and the amount and type of any

fnanmal contr|but|on

‘_:APPEND DOCUMENTATION AS TTACHM§NT-4‘ iN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE 0 _HE
"APPLICATION FORM,’ X UL
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Flood Plain Requirements
_[Refer to application instructions.]

Provide documentation that the project complies with the requirements of lllinois Executive Order #2005-5
pertaining to construction activities in special flood hazard areas. As part of the flood plain requirements
please provide a map of the proposed project location showing any identified floodplain areas. Floodplain
maps can be printed at www.FEMA.gov or wwwi.illinoisfloodmaps.org. This map must be in a
readable format. In addition please provide a statement attesting that the project complies with the
requnrements of lllanlS Executtve Order #2005 5 ( ttg Ilwww hfsrb lllmons go )

:APPEND DOCUMENTATION AS ATTACHMENT -5 IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF TH ;
APPLICATION FORM. - - . L . RN NI &

Historic Resources Preservation Act Requirements
Refer to application instructions.]
Provide documentation regarding compliance with the requirements of the Historic Resources

Preservataon Act

ITAPPEND DOCUMENTATION AS ATTACHMENT—G IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THI
,APPLICATION FORM . : R . S o

DESCRIPTION OF PROJECT

1. Project Classification
Check those applicable - refer to Part 1110.40 and Part 1120.20(b)]

Part 1110 Classification:
X Substantive

| Non-substantive

Padb 5




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

2, Narrative Description

Provide in the space below, a brief narrative description of the project. Explain WHAT is to be done in State Board
defined terms, NOT WHY it is being done. If the project site does NOT have a street address, include a legal
description of the site. Include the rationale regarding the project's classification as substantive or non-substantive.

DaVita HealthCare Partners Inc. and Cagles Dialysis, LLC (the “Applicants”) seek authority from
the lllinois Health Facilities and Services Review Board (the “Board”) to establish a 16-station
dialysis facility located at 10511 South Harlem Avenue, Worth, lllinois 60482. The proposed
dialysis facility will include a total of 7,423 gross square feet.

This project has been classified as substantive because it involves the establishment of a health
care facility.

Page 6




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Project Costs and Sources of Funds

APPLICATION FOR PERMIT- July 2013 Edition

- Complete the following table listing all costs (refer to Part 1120.110) associated with the project. When a
project or any component of a project is to be accomplished by lease, donation, gift, or other means, the
fair market or dollar value (refer to Part 1130.140) of the component must be included in the estimated
project cost. If the project contains non-reviewable components that are not related to the provision of
health care, complete the second column of the table below. Note, the use and sources of funds must

equat.

Project Costs and Sources of Funds

USE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Preplanning Costs

Site Survey and Soil Investigation

Site Preparation

Off Site Work

New Construction Contracts

Modernization Contracts

$1,025,000

$1,025,000

Contingencies

$148,625

$148,625

Architectural/Engineering Fees

$86,000

$86,000

Consulting and Other Fees

$53,500

$53,500

Movable or Other Equipment (not in construction
contracts)

$595,000

$595,000

| Bond Issuance Expense (project related)

Net Interest Expense During Construction (project
related)

Fair Market Value of Leased Space or Equipment

$1,586,428

$1,586,428

Other Costs To Be Capitalized

Acquisition of Building or Other Property (excluding
land)

TOTAL USES OF FUNDS

$3,494,553

$3,494,553

SOURCE OF FUNDS

CLINICAL

NONCLINICAL

TOTAL

Cash and Securities

$1,908,125

$1,908,125

Pledges

Gifts and Bequests

Bond Issues (project related)

Mortgages

Leases (fair market value)

$1,586,428

$1,586,428

Governmental Appropriations

Grants

Other Funds and Sources

TOTAL SOURCES OF FUNDS

$3,494,553

$3,494,553

Pagz 7




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

Related Project Costs
Provide the following information, as applicable, with respect to any land related to the project that
will be or has been acquired during the last two calendar years:

Land acquisition is related to project ] Yes X No
Purchase Price:. $
Fair Market Value: $

The project involves the establishment of a new facility or a new category of service
X Yes ] No

If yes, provide the dollar amount of all non-capitalized operating start-up costs (including
operating deficits) through the first full fiscal year when the project achieves or exceeds the target
utilization specified in Part 1100.

Estimated start-up costs and operating deficit costis $ 1.779.779.

Project Status and Completion Schedules
For facilities in which prior permits have heen issued please provide the permit numbers.

Indicate the stage of the project’s architectural drawings:
[J None or not applicable ] Preliminary

X] Schematics [J Final Working
Anticipated project completion date (refer to Part 1130.140): January 31, 2016

Indicate the following with respect to project expenditures or to obligation (refer to Part
1130.140):

[] Purchase orders, leases or contracts pertaining to the project have been executed.
[ Project obligation is contingent upon permit issuance. Provide a copy of the
contingent “certification of obligation” document, highlighting any language related to
CON Contingencies

X Project opligation will occur after permit issuance

State Agency Submittals
Are the foliowing submittals up to date as applicable:
[ cancer Registry

[ ] APORS
E] All formal document requests such as IDPH Questionnaires and Annual Bed Reports been

submitted - '

X All reports regarding outstanding permits
Failure to be up to date with these requirements will result in the application for permit being

deemed incomplete.

Pag?e 8




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Cost Space Requirements

APPLICATION FOR PERMIT- July 2013 Edition

Provide in the following format, the department/area DGSF or the building/area BGSF and cost. The type
of gross square footage either DGSF or BGSF must be identified. The sum of the department costs

MUST equal the total estimated project costs.

purpose.

circulation space. Explain the use of any vacated space.

Indicate if any space is being reallocated for a different
Include outside wall measurements plus the department’s or area’s portion of the surrounding

Gross Square Feet ~ | Amount of Propos

ed Total Gross Square Feet
That Is:

Dept./ Area

Cost

Existing

Proposed

New
Const.

Modernized

Asls

Vacated
Space

REVIEWABLE

Medical Surgical

Intensive Care

Diagnostic
Radiology

MRI

Total Clinical

NON
REVIEWABLE

Administrative

Parking

Gift Shop

Total Non-clinical

TOTA L

: IAPPEND DOCUMENTATION AS ATTACHMENT-9~ :IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAG

'APPLICATIONFORM. . -
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD

Facility Bed Capacity and Utilization

APPLICATION FOR PERMIT- July 2013 Edition

Complete the following chart, as applicable. Complete a separate chart for each facility that is a part of
the project and insert following this page. Provide the existing bed capacity and utilization data for the
latest Calendar Year for which the data are available. Include observation days in the patient day
Any bed capacity discrepancy from the Inventory will result in the

application being deemed incomplete.

totals for each bed service.

FACILITY NAME:

CITY:

REPORTING PERIOD DATES:

From:

to:

Category of Service

Authorized
Beds

Admissions

Patient Days

Bed
Changes

Proposed
Beds

Medical/Surgical

Obstetrics

Pediatrics

Intensive Care

Comprehensive Physical
Rehabilitation

Acute/Chronic Mental lliness

Neonatal Intensive Care

General Long Term Care

Specialized Long Term Care

Long Term Acute Care

Other ((identify)

TOTALS:

10
Page 10




CERTIFICATION

| The application must be signed by the authorized representative(s) of the applicant entity. The
authorized representative(s) are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or
more general partners do not exist);

o in the case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more
beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of _ DaVita HealthCare Partners Inc. *

in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.
The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

il L Af

SIGNATURE
Michael D Staffieri

PRINTED NAME PRINTED NAME

Assistant Corporate Secretary Chief Operating Officer — Kidney Care

PRINTED TITLE PRINTED TITLE
STATe ofF Cocoenoa
Countl o€ Penver—

Notarization: Notarization:
Subscribed and sworn to be he Subscribed and sworn to before me
T %
Signature ofﬁ@ : Signature of Notary
Sea‘ 6 Sea' L L L P e L I
RHONDA R. CORRICK
NOTARY PUBLIC
STATE OF COLORAD

X NOTARY ID 19964010 ;
MY COMM!SSION EXPIRES NOVEMBE%ES 2016

D R R R R SRR D DI

*Insert EXACT legal name of the applicant

179288.1
11




California Ali-Purpose Acknowledgment 2008 Code Section 1189 Compliant

State of California
County of Los Angeles

On April 3,2014 before me. Kimberly Ann K. Burgo, Notary Public '
(here insert name and title of the officer)

personally appeared Arturo Sida

who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to
the within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon behalf of
which the person(s) acted, executed the instrument.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is
true and correct.

WITNESS my hand and official seal.

Signature MMMM%M@ {
O / 4

KIMBERLY ANN K. BURGO
Comm. #2055858
Notary Public . California }
Los Angeles County
Comm. Expires Jan 25, 2018

3

(Seal)

OPTIONAL INFORMATION

Law does not require the information below. This information could be of great value to any person(s) relying on this document
and could prevent fraudulent and/or the reattachment of this document to an unauthorized document(s)

DESCRIPTION OF ATTACHED DOCUMENT
Title or Type of Document: _Secretary's Certificate - DaVita HealthCare Partners Inc.

Document Date: _APril 3, 2014 Number of Pages: __°ne (1)

Signer(s) if Different Than Above: _ No
Other Information:

CAPACITY(IES) CLAIMED BY SIGNER(S)
Signer's Name(s): Arturo Sida

O Individual
Corporate Officer

' (Title(s))
O Partner
[0 Attorney-in-Fact
O Trustee
O Guardian/Conservator
& Other: Assistant Corporate Secretary

SIGNER IS REPRESENTING:

Name of Person(s) or Entity(ies): DaVita HealthCare Partners Inc.

© 2008 Notary Public Seminars www.notarypublicseminars.com

12




CERTIFICATION

The application must be signed by the authorized representative(s) of the applicant entity. The

authorized representative(s) are:

o in the case of a corporation, any two of its officers or members of its Board of Directors;

o inthe case of a limited liability company, any two of its managers or members (or the sole
manager or member when two or more managers or members do not exist);

o inthe case of a partnership, two of its general partners (or the sole general partner, when two or

more general partners do not exist);

o inthe case of estates and trusts, two of its beneficiaries (or the sole beneficiary when two or more

beneficiaries do not exist); and

o inthe case of a sole proprietor, the individual that is the proprietor.

This Application for Permit is filed on the behalf of Cagles Dialysis, LLC *
in accordance with the requirements and procedures of the lllinois Health Facilities Planning Act.

The undersigned certifies that he or she has the authority to execute and file this application for
permit on behalf of the applicant entity. The undersigned further certifies that the data and
information provided herein, and appended hereto, are complete and correct to the best of his or
.| her knowledge and belief. The undersigned also certifies that the permit application fee required
for this application is sent herewith or will be paid upon request.

[

M N

&GNKTLZE
Arturo Bida

SIGNATURE
Michael D Staffieri

PRINTED NAME

PRINTED NAME
Chief Operating Officer — Kidney Care

Assistant Corporate Secretary -
PRINTED TITLE PRINTED III'LEC o
op OLORAD
o aver—
Notarization: A Notari;zla.‘t:y)n. P
Subscribed and sw ore me Subscribed and sworn to before me
this day of| this day of
o o2
4 /z/{
Signature gt Notary Slgnature of Notary
Se Seal Y RHONDA R. CORRICK
NOTARY PUBLIC
STATE OF COLORADO

| *Insert EXACT legal name of the applicant

X NOTARY |D 19964010321
N ) COMMISSION EXPIRES NOViMBER 13, 2016 8

13




California All-Purpose Acknowledgment 2008 Code Section 1189 Compliant

State of California

County of Los Angeles

On April 3, 2014 before me. Kimberly Ann K. Burgo, Notary Public .
(here insert name and title of the officer)

personally appeared Arturo Sida

who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to
the within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon behalf of
which the person(s) acted, executed the instrument.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is
true and correct.

WITNESS my hand and official seal.

Signature WM M % MV@ 2 " ‘KIMBE;L’;AI«NN&BURGO

Comm. #2055858 @
Notary Public - California A

Los Angeles County
Comm. Expires Jan 25, 2018

(Seal)

OPTIONAL INFORMATION

Law does not require the information below. This information could be of great value to any person(s) relying on this document
and could prevent fraudulent and/or the reattachment of this document to an unauthorized document(s)

DESCRIPTION OF ATTACHED DOCUMENT

Title or Type of Document: _Secretary's Certificate - Cagles Dialysis, LLC

Document Date: _APril 3, 2014 Number of Pages: __ne (1)
Signer(s) if Different Than Above: No

Other Information:

CAPACITY(IES) CLAIMED BY SIGNER(S)
Signer's Name(s): _Arturo Sida

O Individual
X Corporate Officer

(Title(s))
O Partner
O Attorney-in-Fact
O Trustee
O Guardian/Conservator
& Other: Assistant Corporate Secretary

SIGNER IS REPRESENTING:

Name of Person(s) or Entity(ies): _C2gles Dialysis, LLC

© 2008 Notary Public Seminars www.notarypublicseminars.com
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

SECTION lil - BACKGROUND, PURPOSE OF THE PROJECT, AND ALTERNATIVES -
INFORMATION REQUIREMENTS

This Section is applicable to all projects except those that are solely for discontinuation with no project
costs.

Criterion 1110.230 — Background, Purpose of the Project, and Alternatives

READ THE REVIEW CRITERION and provide the following required information:
BACKGROUND OF APPLICANT

1. Alisting of all health care facilities owned or operated by the applicant, including licensing, and certification if
applicable.

2. A certified listing of any adverse action taken against any facility owned and/or operated by the applicant
during the three years prior to the filing of the application.

3. Authorization permitting HFSRB and DPH access to any documents necessary to verify the information
submitted, including, but not limited to: official records of DPH or other State agencies; the licensing or
certification records of other states, when applicable; and the records of nationally recognized accreditation
organizations. Failure to provide such authorization shall constitute an abandonment or withdrawal
of the application without any further action by HFSRB.

4. If, during a given calendar year, an applicant submits more than one application for permit, the
documentation provided with the prior applications may be utilized to fulfill the information requirements of
this criterion. In such instances, the applicant shall attest the information has been previously provided, cite
the project number of the prior application, and certify that no changes have occurred regarding the
information that has been previously provided. The applicant is able to submit amendments to previously
submitted information, as needed, to update and/or clarify data.

APPEND DOCUMENTA FION AS ATTACHMENT 11 IN NUMERIC SEQUENTIAL ORDER AFTER T _IE':LAS
PAGE OF THE APPLICA I ION FORM EACH ITEM (1-4) MUST BE IDENTIFIED IN ATTACHMENT 11 o

PURPOSE OF PROJECT

1. Document that the project will provide health services that improve the health care or well-being of the
market area population to be served.

2. Define the planning area or market area, or other, per the applicant's definition.

3. Identify the existing problems or issues that need to be addressed, as applicable and appropriate for the
project. [See 1110.230(b) for examples of documentation.]

4. Cite the sources of the information provided as documentation.

5. Detail how the project will address or improve the previously referenced issues, as well as the population’s
health status and well-being.

6. Provide goals with quantified and measurable objectives, with specific timeframes that relate to achieving
the stated goals as appropriate.

For projects involving modernization, describe the conditions being upgraded if any. For facility projects, include
statements of age and condition and regulatory citations if any. For equipment being replaced, include repair and
maintenance records.

;NOTE Informatlo :regardmg the= “Purpose oft-_ePro;ect" be lncluded m the State Boar Re, or

j-APPEND DOCUMENTATION AS ATTACHMENT 12. IN NUMERIC SEQUENTIAL ORDER AFTER E
A_PAGE OF THE APPLICATION FORM EACH ITEM (1 -6) MUST BE IDENTIFIED IN ATTACHMENT 12,

15
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

ALTERNATIVES
1) Identify ALL of the alternatives to the proposed project:
Alternative options must include:
A) Proposing a project of greater or lesser scope and cost;
B) Pursuing a joint venture or similar arrangement with one or more providers or

entities to meet all or a portion of the project’s intended purposes; developing
alternative settings to meet all or a portion of the project's intended purposes;

C) Utilizing other health care resources that are available to serve all or a portion of
the population proposed to be served by the project; and
D) Provide the reasons why the chosen altemative was selected.
2) Documentation shall consist of a comparison of the project to alternative options. The

comparison shall address issues of total costs, patient access, quality and financial
benefits in both the short term (within one to three years after project completion) and long
term. This may vary by project or situation. FOR EVERY ALTERNATIVE IDENTIFIED
THE TOTAL PROJECT COST AND THE REASONS WHY THE ALTERNATIVE WAS
REJECTED MUST BE PROVIDED.

3) . The applicant shall provide empirical evidence, including quantified outcome data that
verifies improved quality of care, as available.

' APPEND DOCUMENTATION AS ATTACHMENT-13 IN NUMERIC SEQUENTIAL ORDER AFT _: THE
! PAGE OF THE APP ATION FORM > S 2 .

16
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ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

SECTION IV - PROJECT SCOPE, UTILIZATION, AND UNFINISHED/SHELL SPACE
Criterion 1110.234 - Project Scope, Utilization, and Unfinished/Shell Space

READ THE REVIEW CRITERION and provide the following information:

SIZE OF PROJECT:

1. Document that the amount of physical space proposed for the proposed project is necessary and not
excessive. This must be a narrative.

2. If the gross square footage exceeds the BGSF/DGSF standards in Appendix B, justify the discrepancy by
documenting one of the following::

a. Additional space is needed due to the scope of services provided, justified by clinical or operational
needs, as supported by published data or studies;

b. The existing facility’s physical configuration has constraints or impediments and requires an
architectural design that results in a size exceeding the standards of Appendix B;

c. The project involves the conversion of existing space that results in excess square footage.

Provide a narrative for any discrepancies from the State Standard. A table must be provided in the
following format with Attachment 14.

SIZE OF PROJECT
DEPARTMENT/SERVICE PROPOSED STATE DIFFERENCE MET
BGSF/DGSF STANDARD STANDARD?

fAPPEND DOCUMENTATION AS ATTACHMENT-14 N NUMERIC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE
-:APPLICATION FORM.. - S ; RS L

PROJECT SERVICES UTILIZATION:

This criterion is applicable only to projects or portions of projects that involve services, functions or equipment
for which HFSRB has established utilization standards or occupancy targets in 77 Ill. Adm. Code 1100.

Document that in the second year of operation, the annual utilization of the service or equipment shall meet or exceed the
utilization standards specified in 1110.Appendix B. A narrative of the rationale that supports the projections must be

provided.

A table must be provided in the following format with Attachment 15.

[ UTILIZATION

| DEPTJ HISTORICAL PROJECTED STATE MET

SERVICE UTILIZATION UTILIZATION | STANDARD | STANDARD?

(PATIENT DAYS)

(TREATMENTS)
ETC.

YEAR 1
YEAR 2

APPEND DOCUMENTATION AS ATTACHMENT-1 5, IN NUMERIC SEQUENTIAL ORDER AFTER THE [ AST PAGE OF TH
APPLICATIONFORM DA SR Ll T R L

Pa1g7e 15




ILLINOIS HEALTH FACILITIES AND SERVICES REVIEW BOARD APPLICATION FOR PERMIT- July 2013 Edition

UNFINISHED OR SHELL SPACE:
Provide the following information:
1.

2.

Total gross square footage of the proposed shell space;

The anticipated use of the shell space, specifying the proposed GSF tot be allocated to each
department, area or function;
Evidence that the shell space is being constructed due to
a. Requirements of governmental or certification agencies; or
b. Experienced increases in the historical occupancy or utilization of those areas proposed
to occupy the shell space.
4. Provide:

a. Historical utilization for the area for the latest five-year period for which data are
available; and :

b. Based upon the average annual percentage increase for that period, projections of future
utilization of the area through the anticipated date when the shell space will be placed
into operation.

ASSURANCES:
Submit the following:

1.

Verification that the applicant will submit to HFSRB a CON application to develop and utilize the
shell space, regardless of the capital thresholds in effect at the time or the categories of service
involved.

The estimated date by which the subsequent CON application (to develop and utilize the subject
shell space) will be submitted; and

The anticipated date when the shell space will be completed and placed into operation.

— Pagb 16
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G. Criterio

1.

n 1110.1430 - In-Center Hemodialysis

Applicants proposing to establish, expand and/or modernize In-Center Hemodialysis
must submit the following information:

Indicate station capacity changes by Service: Indicate # of stations changed by
action(s):

# Existing # Proposed
Category of Service Stations Stations

X In-Center Hemodialysis

READ the applicable review criteria outlined below and submit the required
documentation for the criteria:

APPLICABLE REVIEW CRITERIA Establish | Expand | Modernize

1110.1430(b)(1) - Planning Area Need - 77 lil. Adm. Code 1100 X

(formula calculation)

1110.1430(b)(2) - Planning Area Need - Service to Planning Area : X X

Residents

1110.1430(b)(3) - Planning Area Need - Service Demand - X

Establishment of Category of Service

1110.1430(b)(4) - Planning Area Need - Service Demand - X

Expansion of Existing Category of Service

1110.1430(b)(5) - Planning Area Need - Service Accessibility

1110.1430(c)(1) -

Unnecessary Duplication of Services

1110.1430(c)(2) -

Maldistribution

1110.1430(c)(3) -

xXj X[ x| X

impact of Project on Other Area Providers

1110.1430(d)(1) -

Deteriorated Facilities X

1110.1430(d)(2) -

Documentation X

1110.1430(d)(3) -

Documentation Related to Cited Problems X

1110.1430(e) -

Staffing Availability

1110.1430(f) -

Support Services

1110.1430(g) -

1110.1430(h) -

Continuity of Care

1110.1430() -

X
X
Minimum Number of Stations X
X
X

Assurances

4. Projects

for relocation of a facility from one location in a planning area to another in the

same planning area must address the requirements listed in subsection (a)(1) for the
“Establishment of Services or Facilities”, as well as the requirements in Section 1110.130 -
“Discontinuation” and subsection 1110.1430(i) - “Relocation of Facilities”.

19
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The following Sections DO NOT need to be addressed by the applicants or co-applicants responsible for
funding or guaranteeing the funding of the project if the applicant has a bond rating of A- or better from
Fitch's or Standard and Poor's rating agencies, or A3 or better from Moody's (the rating shall be affirmed
within the latest 18 month period prior to the submittal of the application):

s Section 1120.120 Availability of Funds ~ Review Criteria
e Section 1120.130 Financial Viability — Review Criteria
e Section 1120.140 Economic Feasibility - Review Criteria, subsection (a)

VIIl. - 1120.120 - Availability of Funds

The applicant shall document that financial resources shall be available and be equal to or exceed the estimated total
project cost plus any related project costs by providing evidence of sufficient financial resources from the following
sources, as applicable: Indicate the dollar amount to be provided from the following sources:

$1.908.125

$1.586.428
(FMV of Lease)

a)

b)

c)

d)

e)

g)

Cash and Securities — statements (e.g., audited financial statements, letters from financial
institutions, board resolutions) as to:

1) the amount of cash and securities available for the project, including the
identification of any security, its value and availability of such funds; and

2) interest to be earned on depreciation account funds or to be earned on any
asset from the date of applicant's submission through project completion;

Pledges - for anticipated pledges, a summary of the anticipated piedges showing anticipated
receipts and discounted value, estimated time table of gross receipts and related fundraising
expenses, and a discussion of past fundraising experience.

Gifts and Bequests — verification of the dollar amount, identification of any conditions of use, and
the estimated time table of receipts;

Debt - a statement of the estimated terms and conditions (including the debt time period, variable
or permanent interest rates over the debt time period, and the anticipated repayment schedule) for
any interim and for the permanent financing proposed to fund the project, including:

1) For general obligation bonds, proof of passage of the required referendum or
evidence that the governmental unit has the authority to issue the bonds and
evidence of the dollar amount of the issue, including any discounting
anticipated;

2) For revenue bonds, proof of the feasibility of securing the specified amount and
interest rate;

3) For mortgages, a letter from the prospective lender attesting to the expectation
of making the loan in the amount and time indicated, including the anticipated
interest rate and any conditions associated with the mortgage, such as, but not
limited to, adjustable interest rates, balloon payments, etc.;

4) For any lease, a copy of the lease, including all the terms and conditions,
including any purchase options, any capital improvements to the property and
provision of capital equipment;

5) For any option to lease, a copy of the option, including all terms and conditions.

Governmental Appropriations — a copy of the appropriation Act or ordinance accompanied by a
statement of funding availability from an official of the governmental unit. If funds are to be made
available from subsequent fiscal years, a copy of a resolution or other action of the governmental
unit attesting to this intent;

Grants - a letter from the granting agency as to the availability of funds in terms of the amount and
time of receipt;

All Other Funds and Sources - verification of the amount and type of any other funds that will be
used for the project.

$3,494,553

TOTAL FUNDS AVAILABLE
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X. 1120.130 - Financial Viability

All the applicants and co-applicants shall be identified, specifying their roles in the project funding or
guaranteeing the funding (sole responsibility or shared) and percentage of participation in that funding.

Financial Viability Waiver

The applicant is not required to submit financial viability ratios if:

1. “A” Bond rating or better

2. All of the projects capital expenditures are completely funded through internal sources

3. The applicant’s current debt financing or projected debt financing is insured or anticipated to be
4

insured by MBIA (Municipal Bond Insurance Association Inc.) or equivalent
The applicant provides a third party surety bond or performance bond letter of credit from an A
rated guarantor.

See Section 1120.130 Financial Waiver for information to be provided
APPEND DOCUMENTATION AS ATTACHMENT-37, IN NUMERIC SEQUENTIAL ORDER AFTER THE LAST o
E PAGE OF THE APPLICATION FORM. .-~ A .

The applicant or co-applicant that is responsible for funding or guaranteeing funding of the project shall provide
viability ratios for the latest three years for which audited financial statements are available and for the first full
fiscal year at target utilization, but no more than two years following project completion. When the applicant's
facility does not have facility specific financial statements and the facility is a member of a health care system that
has combined or consolidated financial statements, the system's viability ratios shall be provided. If the health care
system includes one or more hospitals, the system’s viability ratios shall be evaluated for conformance with the
applicable hospital standards.

for Projects Classified .|~ Category, A or Category B {last three years) - | - Cat

" {Projected). =

Enter Hlstoncal. andlor Pro;ected
Years R ;

Current Ratio

Net Margin Percentage

Percent Debt to Total Capitalization

Projected Debt Service Coverage

Days Cash on Hand

Cushion Ratio

Provide the methodology and worksheets utilized in determining the ratios detailing the calculation
and applicable line item amounts from the financial statements. Complete a separate table for each
co-applicant and provide worksheets for each.

2. Variance
Applicants not in compliance with any of the viability ratios shall document that another organization,

public or private, shall assume the legal responsibility to meet the debt obligations shouid the
applicant default.

~APPEND DOCUMENTATION AS ATTACHMENT 38, IN NUMERICAL GRDER AFTER THE LAST PAGE
APPLICATION FO M ; L e o
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X. 1120.140 - Economic Feasibility

This section is applicable to all projects subject to Part 1120.

A. Reasonableness of Financing Arrangements

The applicant shall document the reasonableness of financing arrangements by submitting a
notarized statement signed by an authorized representative that attests to one of the following:

1) That the total estimated project costs and related costs will be funded in total with cash
and equivalents, including investment securities, unrestricted funds, received pledge
receipts and funded depreciation; or

2) That the total estimated project costs and related costs will be funded in total or in part by
borrowing because:

A) A portion or all of the cash and equivalents must be retained in the balance sheet
asset accounts in order to maintain a current ratio of at least 2.0 times for
hospitals and 1.5 times for all other facilities; or

B) Borrowing is less costly than the liquidation of existing investments, and the
existing investments being retained may be converted to cash or used to retire
debt within a 60-day period.

B. Conditions of Debt Financing

This criterion is applicable only to projects that involve debt financing. The applicant shall
document that the conditions of debt financing are reasonable by submitting a notarized statement
signed by an authorized representative that attests to the following, as applicable:

1) That the selected form of debt financing for the project will be at the lowest net cost
available;
2) That the selected form of debt financing will not be at the lowest net cost available, but is

more advantageous due to such terms as prepayment privileges, no required mortgage,
access to additional indebtedness, term (years), financing costs and other factors;

3) That the project involves (in total or in part) the leasing of equipment or facilities and that
the expenses incurred with leasing a facility or equipment are less costly than constructing
a new facility or purchasing new equipment.

C. Reasonableness of Project and Related Costs
Read the criterion and provide the following:

1. Identify each department or area impacted by the proposed project and provide a cost
and square footage allocation for new construction and/or modernization using the
following format (insert after this page).

COST AND GROSS SQUARE FEET BY DEPARTMENT OR SERVICE
A B (o D E F G H
Department Total
(list below) Cost/Square Foot Gross Sq. Ft. Gross Sq. Ft. Const. $ Mod. $ Cost
New Mod. New Circ.* | Mod. Circ.* (AxC) (B x E) (G+H)
Contingency
TOTALS
* Include the percentage (%) of space for circulation
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D. Projected Operating Costs

The applicant shall provide the projected direct annual operating costs (in current dollars per equivalent
patient day or unit of service) for the first full fiscal year at target utilization but no more than two years
following project completion. Direct cost means the fully allocated costs of salaries, benefits and supplies
for the service.

E. Total Effect of the Project on Capital Costs

The applicant shall provide the total projected annual capital costs (in current dollars per equivalent
patient day) for the first full fiscal year at target utilization but no more than two years following project
completion.

JAPPEND: DOCUMENTATION AS ATTACHMENT -39 IN NUMERlC SEQUENTIAL ORDER AFTER THE LAST PAGE OF THE - ;-
T-APPLICATION FORM

XI. Safety Net Impact Statement

SAFETY NET IMPACT STATEMENT that describes all of the following must be submitted for ALL SUBSTANTIVE AND
DISCONTINUATION PROJECTS:

1. The project's material impact, if any, on essential safety net services in the community, to the extent that it is feasible for an
applicant to have such knowledge.

2. The project's impact on the ability of another provider or health care system to cross-subsidize safety net services, if reasonably
known to the applicant.

3. How the discontinuation of a facility or service might impact the remaining safety net providers in a given community, if
reasonably known by the applicant.

Safety Net Impact Statements shall also include all of the following:

1. For the 3 fiscal years prior to the application, a certification describing the amount of charity care provided by the applicant. The
amount calculated by hospital applicants shall be in accordance with the reporting requirements for charity care reporting in the
lllinois Community Benefits Act. Non-hospital applicants shall report charity care, at cost, in accordance with an appropriate
methodology specified by the Board.

2. For the 3 fiscal years prior to the application, a certification of the amount of care provided to Medicaid patients. Hospital and non-
hospital applicants shall provide Medicaid information in a manner consistent with the information reported each year to the lilinois
Department of Public Health regarding "Inpatients and Qutpatients Served by Payor Source” and "Inpatient and Outpatient Net
Revenue by Payor Source” as required by the Board under Section 13 of this Act and published in the Annual Hospital Profile.

3. Any information the applicant believes is directly relevant to safety net services, inciuding information regarding teaching,
research, and any other service.

A table in the following format must be provided as part of Attachment 43.

Safety Net Information per PA 96-0031
"~ CHARITY CARE
Charity (¢ of patients) Year Year Year
Inpatient
Outpatient
Total
Charity (cost In dollars)
Inpatient
Outpatient
Total
MEDICAID
Medicaid (# of patients) Year Year Year
Inpatient
Outpatient
Total
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Medicaid (revenue)

Inpatient

Outpatient

Total

XIl. Charity Care Information

Charity Care information MUST be furnished for ALL projects.

1. All applicants and co-applicants shall indicate the amount of charity care for the latest three audited fiscal years, the cost
of charity care and the ratio of that charity care cost to net patient revenue.

2. If the applicant owns or operates one or more facilities, the reporting shall be for each individuatl facility located in lllinois. If
charity care costs are reported on a consolidated basis, the applicant shall provide documentation as to the cost of charity
care; the ratio of that charity care to the net patient revenue for the consolidated financial statement; the allocation of
charity care costs; and the ratio of charity care cost to net patient revenue for the facility under review.

3. If the applicant is not an existing facility, it shall submit the facility's projected patient mix by payer source, anticipated
charity care expense and projected ratio of charity care to net patient revenue by the end of its second year of operation.

Charity care” means care provided by a health care facility for which the provider does not expect to receive payment from
the patient or a third-party payer. (20 ILCS 3960/3) Charity Care must be provided at cost.

A table in the following format must be provided for alt facilities as part of Attachment 44.

CHARITY CARE
Year Year Year

Net Patient Revenue

Amount of Charity Care (charges)
Cost of Charity Care
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Section |, Identification, General Information, and Certification
Applicants

Certificates of Good Standing for DaVita HealthCare Partners Inc. and Cagles Dialysis, LLC (collectively,
the “Applicants”) are attached at Attachment — 1. Cagles Dialysis, LLC will be the operator of Chicago
Ridge Dialysis. Chicago Ridge Dialysis is a trade name of Cagles Dialysis, LLC and is not separately
organized. As the person with final control over the operator, DaVita HealthCare Partners Inc. is named
as an applicant for this CON application. DaVita HealthCare Partners Inc. does not do business in the
State of lllinois. A Certificate of Good Standing for DaVita HealthCare Partners Inc. from the state of its

incorporation, Delaware, is attached.

Attachment - 1

48100943.2
25




Delaware .. .

The First State

I, JEFFREY W. BULLOCK, SECRETARY OF STATE OF THE STATE OF
DE’LAWARE, DO HEREBY CERTIFY "DAVITA HEALTHCARE PARTNERS INC." IS
DULY INCORPORATED UNDER THE LAWS OF THE STATE OF DELAWARE AND IS
IN GOOD STANDING AND HAS A LEGAL CORPORATE EXISTENCE SO FAR AS
THE RECORDS OF THIS OFFICE SHOW, AS OF THE TWELFTH DAY OF
DECEMBER, A.D. 2012.

AND I DO HEREBY FURTHER CERTIFY THAT THE SAID "DAVITA
HEALTHCARE PARTNERS INC." WAS INCORPORATED ON THE FOURTH DAY OF
APRIL, A.D. 1994.

AND I DO HEREBY FURTHER CERTIFY THAT THE FRANCHISE TAXES
HAVE BEEN PAID TO DATE.

AND I DO HEREBY FURTHER CERTIFY THAT THE ANNUAL REPORTS HAVE

BEEN FILED TO DATE.

Jeffrey W. Bullock, Secretary of State s

2381269 8300 AUTHENTYCATION: 0060461

121330793 DATE: 12-12-12

You may verify this certificate online
at corp.delaware.gov/authver.sh
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File Number 0439201-9

To all to whom these Presents Shall Come, Greeting:

1, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

CAGLES DIALYSIS, LLC, A DELAWARE LIMITED LIABILITY COMPANY HAVING
OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON JUNE 24, 2013,
APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED LIABILITY
COMPANY ACT OF THIS STATE, AND AS OF THIS DATE 1S IN GOOD STANDING AS A

FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT BUSINESS IN THE
STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 1ST
day of JULY A.D. 2013

R \ .""-. N 3 : -
Authentication #: 1318202452 M

Authenticate at: http://iwww.cyberdriveillinois.com

SECRETARY OF STATE

27
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Section |, Identification, General Information, and Certification
Site Ownership

The letter of intent between Palestra Real Estate Partners, Inc. and Cagles Dialysis, LLC to lease the
facility located at 10511 South Harlem Avenue, Worth, lliinois 60482 is attached at Attachment - 2.

Attachment - 2

48100943.2
28




May 1, 2014

Mr. Edgar Levin

)

'I’ PALESTRA
PROPERYIES, IRNC.

USI REAL ESTATE BROKERAGE SERVICES INC.

2215 YORK RD, SUITE 110
OAKBROOK, IL 60523

RE: RESPONSE v8 to Request for Proposal — former Aldi Store Redevelopment
10511 South Harlem Avenuc, Worth, IL

Dear Edgar:

Thank you for the Request for Proposal. - Below please find our written response to lease the above-referenced
Property to be redeveloped by Palestra Real Estate Partners, Inc. or its assigns through the DaVita Preferred

Developer Program (“PDP”).

DISCLOSURE:

PREMISES:
LEGAL DESCRIPTION:
TENANT (or “Lessee”):

LANDLORD (or “Lessor”):
SPACE:

PRIMARY TERM & BASE RENT:

ADDITIONAL EXPENSES:

LANDLORD’S MAINTENANCE:

USI Real Estate Brokerage Services Inc. discloses that this Request for
Proposal is subject to the terms of Exhibit A attached hereto. The
information in this email is confidential and may be legally privileged. It
is intended solely for the addressee. Access to this email by anyone else is
unauthorized.

10511 South Harlem Avenue, Worth, IL

See Exhibit C

Total Renal Care, Inc. or related entity to be named
Palestra Real Estate Partners, Inc. or its assigns
Approximately 7,423 contiguous rentable square feet.

Proposed Term and Base Rent is summarized here, and shall be per the
Tenant PDP Lease form and the attached Prelim Budget.

Years 1-5: $172,065.14 per annum (~$23.18/Rsf)
Years 6-10: $189,286.50 per annum (~$25.50/Rsf)
Years 11-15: $208,215.15 per annum (~$28.05/Rsf)

Tenant shall pay additional expenses and additional rent according to the
Tenant PDP Lease form. Tenant’s pro rata share percentage of the
Building shall be 72.14%, which equals 9,638 (total Tenant space) divided
by the Building total square feet of 13,360.

Landlord shall be responsible as called for by the Tenant PDP Lease form.

29
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POSSESSION AND

RENT COMMENCEMENT:

USE:

PARKING:

BASE BUILDING:

TENANT ALLOWANCE:

OPTION TO RENEW:

RIGHT OF FIRST OPPORTUNITY

ON ADJACENT SPACE:

FAILURE TO DELIVER
PREMISES:

HOLDING OVER:

TENANT SIGNAGE:

BUILDING HOURS:

SUBLEASE/ASSIGNMENT:

ROOF RIGHTS:
NON COMPETE:
HVAC:
DELIVERIES:

OTHER CONCESSIONS:

Landlord shall deliver Possession of the Premises to the Tenant as called
for by the Tenant PDP Lease form. Rent Commencement shall be as
called for by the Tenant PDP Lease form.

The Tenant’s Use is as called for by the Tenant PDP Lease form. The
Tenant’s Architect will verify that the Property’s Zoning will allow the
Tenant’s dialysis use. The Tenant’s Provisioning Team will determine the
postal address it wants.

Preliminarily, from the Site Plan provided by the Seller, it appears the
Property contains 87 total parking stalls (a Property ratio of 6.5 per 1000
Rsf). Tenant may have its pro rata share of the Property’s parking stalls.
Assuming 72.14% and 87, then Tenant may have the unreserved use of 63
parking stalls 6.5 per 1000 Rsf).

Landlord shall deliver to the Base Building as called for by the Tenant
PDP Lease form and by the attached Exhibit B.

None.

As called for by the Tenant PDP Lease form.

Tenant shall have a one-time right of first opportunity, on the adjacent
3,722 Rsf space, such right expiring 12/31/2014. If Tenant leases this
space, it shall be under the same terms and conditions of the Tenant PDP
Lease form — and made coterminous and thus prorating any other items as
necessary to make both Landlord and Tenant whole.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form and attached Exhibit B.

As called for by the Tenant PDP Lease form.

As called for by the Tenant PDP Lease form.
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GOVERNMENTAL

COMPLIANMCE: : As called for by the Tenant PDP Lease form.
CONTINGERCIFS: Tenant CON Obligation: Landiord and Tenant understand and agree that

the establishment of any chronic outpatient dialysis facility in the State of
Ilinois is subject tv the requirements of the illinots Health Facilities
Planaing Act, 20 ILCS 3960/1 et seq. and, thus, the Tenant cannot
cslabllsi" a diatysis facility on the Promises or execute a binding real estate
{ease in connection therewith unless Tenant obtains a Certificate of Need
(CON} permit from the lilinois Health Facilities and Services Review
Board (HFSRB). Based on the length of the HFSRB review process,
Tenant does not expect to receive a CON permit prior to August [, 2014.
In light of the foregoing facts, the parties agree that they shall promptly
proceed with due diligence to negotiate the terms of a definitive lease
agreement and execute such agreement prior to approval of the CON
permit provided, fiowever, the lease sholl not be binding on either party
prioy to approval of the CON permii and the lease agreement shall
contain a contingency clause indicating that the lease agreement is not
effective prior to CON permit approval. Assuming CON approval is
granied, the effective date of the lease agreement shall be the first day of
the calendar month following CON permit approval. In the event that the
HFSRB does not award Tenant 2 CON permit to establish a dialysis center
on the Premises by August [, 2014 neither party shall have any further
obiigation %0 the other party with regard to the negotiations, lease, or
Premises contempliated by this Letter of Intent.

BROKERAGE FEE: Landlord recognizes US! Real Estate Brokerage Services Inc. as the
Tenant’s sole representative and shall pay a brokerage fee, per the Tenant
PDP, per separate commission agreement.

Thank you for the opportunity to respond to the Request for Proposal.

Sincerely.
Fd gstra R?;ji{ gs’fgi?’ Partners. inc.
e & K{; o e

foind
N i 3 o A P
‘v’mc;nt Qurra}x Jr., its President

£

/ o
AGBEETY ‘w ;sw #CTEPTED THIS / DAy oF May 2014
< ﬁ

T l‘ *.r«"

bavua Heait Care Parme 5, {3
( Tenant

W
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EXHIBIT A
NON-BINDING NOTICE

NOTICE: THE PROVISIONS CONTAINED IN THIS LETTER OF INTENT ARE AN EXPRESSION OF
THE PARTIES’ INTEREST ONLY. SAID PROVISIONS TAKEN TOGETHER OR SEPARATELY ARE
NEITHER AN OFFER WHICH BY AN “ACCEPTANCE” CAN BECOME A CONTRACT, NOR A
CONTRACT. BY ISSUING THIS LETTER OF INTENT NEITHER TENANT NOR LANDLORD (OR
USI) SHALL BE BOUND TO ENTER INTO ANY (GOOD FAITH OR OTHERWISE) NEGOTIATIONS
OF ANY KIND WHATSOEVER. TENANT RESERVES THE RIGHT TO NEGOTIATE WITH OTHER
PARTIES. NEITHER TENANT, LANDLORD OR USI INTENDS ON THE PROVISIONS CONTAINED
IN THIS LETTER OF INTENT TO BE BINDING IN ANY MANNER, AS THE ANALYSIS FOR AN
ACCEPTABLE TRANSACTION WILL INVOLVE ADDITIONAL MATTERS NOT ADDRESSED IN
THIS LETTER, INCLUDING, WITHOUT LIMITATION, THE TERMS OF ANY COMPETING
PROJECTS, OVERALL ECONOMIC AND LIABILITY PROVISIONS CONTAINED IN ANY LEASE
DOCUMENT AND INTERNAL APPROVAL PROCESSES AND PROCEDURES. THE PARTIES
UNDERSTAND AND AGREE THAT A CONTRACT WITH RESPECT TO THE PROVISIONS IN THIS
LETTER OF INTENT WILL NOT EXIST UNLESS AND UNTIL THE PARTIES HAVE EXECUTED A
FORMAL, WRITTEN LEASE AGREEMENT APPROVED IN WRITING BY THEIR RESPECTIVE
COUNSEL. USI IS ACTING SOLELY IN THE CAPACITY OF SOLICITING, PROVIDING AND
RECEIVING INFORMATION AND PROPOSALS AND NEGOTIATING THE SAME ON BEHALF OF
OUR CLIENTS. UNDER NO CIRCUMSTANCES WHATSOEVER DOES USI HAVE ANY AUTHORITY
TO BIND OUR CLIENTS TO ANY ITEM, TERM OR COMBINATION OF TERMS CONTAINED
HEREIN. THIS LETTER OF INTENT IS SUBMITTED SUBJECT TO ERRORS, OMISSIONS, CHANGE
OF PRICE, RENTAL OR OTHER TERMS; ANY SPECIAL CONDPITIONS IMPOSED BY OUR
CLIENTS; AND WITHDRAWAL WITHOUT NOTICE. WE RESERVE THE RIGHT TO CONTINUE
SIMULTANEOUS NEGOTIATIONS WITH OTHER PARTIES ON BEHALF OF OUR CLIENT. NO
PARTY SHALL HAVE ANY LEGAL RIGHTS OR OBLIGATIONS WITH RESPECT TO ANY OTHER
PARTY, AND NO PARTY SHOULD TAKE ANY ACTION OR FAIL TO TAKE ANY ACTION IN
DETRIMENTAL RELIANCE ON THIS OR ANY OTHER DOCUMENT OR COMMUNICATION UNTIL
AND UNLESS A PEFINITIVE WRITTEN LEASE AGREEMENT IS PREPARED AND SIGNED BY
TENANT AND LANDLORD.
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Da\ita.

MINIMUM BASE BUILDING IMPROVEMENT REQUIREMENTS

[SUBJECT TO MODIFICATION BASED ON INPUT FROM LESSEE’S PROJECT MANAGER WITH RESPECT TO
EACH CENTER PROJECTJ

Exhibit B

At a minimum, the Lessor shall provide the following Base Building Improvements to meet Lessee’s requirements
for an Existing Base Building Improvements at Lessor’s sole cost:

All MBBI work completed by the Lessor will need to be coordinated and approved by the Lessee and there
Consultants prior to any work being completed, including shop drawings and submittals reviews.

1.0 - Building Codes & Design
All Minimum Base Building Improvements (MBBI) are to be performed in accordance with all local, state,
and federal building codes including any related amendments, fire and life safety codes, ADA regulations,
State Department of Public Health, and other applicable and codes as it pertains to Dialysis. All Lessor’s
work will have Governmental Authorities Having Jurisdiction (“GAHJ”) approved architectural and
engineering (Mechanical, Plumbing, Electrical, Structural, Civil, Environmental) plans and specifications
prepared by a licensed architect and engineer.

Lessee shall have full control over the selection of the General Contractor for the tenant improvement
work.

2.0 - Zoning & Permitting
Building and premises must be zoned to perform services as a dialysis clinic. Lessor to provide all Zoning
information related to the base building. Any new Zoning changes/variances necessary for use of the
premises as a dialysis clinic shall be the responsibility of the Lessee with the assistance of the Lessor to
secure Zoning change/variance. Permitting of the interior construction of the space will be by the Lessee.

3.0 - Common Areas
Lessee will have access and use of all common areas i.e. Lobbies Hallways, Corridors, Restrooms,
Stairwells, Utility Rooms, Roof Access, Emergency Access Points and Elevators. All common areas must
be code and ADA compliant (Life Safety, ADA, etc.) per current federal, state and local code

requirements.

4.0 - Demolition
Lessor will be responsible for demolition of all interior partitions, doors and frames, plumbing, electrical,
mechanical systems (other than what is designated for reuse by Lessee) and finishes of the existing
building from slab to roof deck to create a “Vanilla box” condition. Space shall be broom clean and ready
for interior improvements specific to the buildout of a dialysis facility. Building to be free and clear of any
components, asbestos or material that is in violation of any EPA standards of acceptance and local
hazardous material jurisdiction standards.
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5.0 - Foundation and Floor
Existing Foundations and Slab on Grade in Lessee space must be free of cracks and settlement issues. Any

cracks and settlement issues evident at any time prior commencement of tenant improvement work shall be
subject to inspection by a Licensed Structural Engineer stating that such cracks and / or settlement issues
are within limits of the structural integrity and performance anticipated for this concrete and reinforcement
design for the term of the lease. Lessor to confirm that the site does not contain expansive soils and to
confirm the depth of the water table. Existing concrete slabs shall contain control joints and structural

reinforcement.

All repairs will be done by Lessor at his cost and be done prior to Lessee acceptance of space for
construction. Any issues with slab during Lessee construction will be brought up to Lessor attention and
cost associated with slab issue to repair will be paid by Lessor.

Any slab replacement will be of the same thickness of the adjacent slab (or a minimum of 5”) with a
minimum concrete strength of 3,000-psi with wire or fiber mesh, and/or rebar reinforcement over vapor
barrier and granular fill. Infill slab/trenches will be pinned to existing slab at 24” O.C. with # 4 bars or
greater x 16” long or as designed per higher standards by Lessee’s structural engineer depending on soils
and existing slab condition.

Existing Concrete floor shall not have more than 3-Ibs. of moisture per 1,000sf/24 hours is emitted per ‘
completed calcium chloride testing results. Means and methods to achieve this level will be sole
responsibility of the Lessor.

6.0 - Structural
Existing exterior walls, lintels, floor and roof framing shall remain as-is and be free of defects. Should any

defects be found repairs will be made by Lessor at his cost. Any repairs will meet with current codes and
approved by a Structural Engineer and Lessee.

Lessor shall supply Lessee (if available) structural engineering drawings of space

7.0 — Existing Exterior Walls
v All exterior walls shall be in good shape and properly maintained. Any damaged drywall and or Insulation

will be replaced by Lessor prior to Lessee taking possession.

It will be the Lessor’s responsibility for all cost to bring exterior walls up to code before Lessee takes
possession.

8.0 — Demising walls
New or Existing demising walls shall be a 1 or 2hr fire rated wall depending on local codes, state and or
regulatory requirements (NFPA 101 — 2000) whichever is more stringent. If it does not meet this, Lessor
will bring demising wall up to meet the ratings/UL requirements. Walls to be fire caulked in accordance
with UL standards at floor and roof deck. Demising walls will have sound attenuation batts from floor to

underside of deck.

At Lessee's option and as agreed upon by Lessor, any new demising wall interior drywall to lessee’s space
shall not be installed until after Lessee’s improvements are complete in the wall.

9.0- Roof Covering
The roof shall be properly sloped for drainage and flashed for proper water shed. The roof, roof drains and
downspouts shall be properly maintained to guard against roof leaks and can properly drain. Lessor will
provide Lessee the information on the Roof and Contractor holding warranty. Lessor to provide minimum
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of R30 roof insulation at roof deck. If the R30 value is not meet, Lessor to increase R-Value by having
installed additional insulation to meet GAHJ requirements to the underside of the roof structure/deck.

Any new penetrations made during buildout will be at the Lessee’s cost. Lessor shall grant Lessee that
right to conceal or remove existing skylights as deemed appropriate by Lessee and their Consultants.

10.0 — Canopy :
Lessor shall allow Lessee to design and construct a canopy structure for patient drop off and if allowed

local code.

11.0 — Waterproofing and Weatherproofing
Lessor shall provide complete water tight building shell inclusive but not limited to, Flashing and/or
sealant around windows, doors, parapet walls, Mechanical / Plumbing / Electrical penetrations. Lessor
shall properly seal the building’s exterior walls, footings, slabs as required in high moisture conditions
such as (including but not limited to) finish floor sub-grade, raised planters, and high water table. Lessor
shall be respounsible for replacing any damaged items and repairing any deficiencies exposed during / after
construction of tenant improvement.

12.0 — Windows
Any single pane window systems must be replaced by Lessor with code compliant Energy efficient thermal
pane windows with thermally broken aluminum frames. Broken, missing and/or damaged glass or frames
will be replaced by Lessor. Lessor shall allow Lessee, at Lessee’s discretion, to tint the existing windows
(per manufactures recommendations) per Lessee’s tenant improvement design.

13.0 — Thermal Insulation
Lessor to replace any missing and/or damaged wall or ceiling insulation with R-13, 19 or R30 insulation.
Any new roof deck insulation is to be installed to the underside of the roof deck.

14.0 — Exterior Doors
All exterior doors shall meet American Disabilities Act (ADA), Local Codes and State Department of
Health requirements for egress. If not Lessor at his cost will need to bring them up to code, this will
include installing push paddles and/or panic hardware or any other hardware for egress. Any missing
weather stripping, damage to doors or frames will be repaired or replaced by Lessor.

Lessor will provide, if not already present, a front entrance and rear door to space. Should one not be
present at each of the locations Lessor, to have them installed per the following criteria:

e Front/ Patient Entry Doors: Provide Storefront with insulated glass doors and Aluminum framing
to be 42” width including push paddle/panic bar hardware, continuous hinge and lock mechanism.
Door to be prepped to accept power assist opener and push button keypad lock provided by Lessee.

e Service Doors: Provide 72” wide double door (Alternates for approval by Lessee’s Project
Manager to include: 60” Roll up door, or a 48” wide single door or double door with 36” and 24”
doors) with 20 gauge insulated hollow metal (double doors), Flush bolts, T astragal, Heavy Duty
Aluminum threshold, continuous hinge each leaf, prepped for panic bar hardware (as required by
code) painted with rust inhibiting paint and prepped to receive a push button keypad lock provided
by Lessee. Door to have a 10” square vision panel cut out with insulated glass installed if
requested by Lessee.

Any doors that are designated to be provided modified or prepared by Lessor; Lessor shall provide to
Lessee, prior to door fabrication, submittals containing specification information, hardware and shop
drawings for review and acceptance by Lessee and Lessee’s architect.

7

35 Attachment - 2




15.0 - Utilities
All utilities to be provided at designated utility entrance points into the building at locations approved by
the Lessee at a common location for access. Lessor is responsible for all tap/connection and impact fees
for all new utilities required for a dialysis facility. All Utilities to be coordinated with Lessee’s Architect.

16.0 - Plumbing

Lessor to provide a building water service sized to support Lesses’s potable water demand, building fire
sprinkler water demand (if applicable), and other tenant water demand (if applicable). Final size to be
determined by building potable and sprinkler water combined by means of the total building water demand
based on code derived water supply fixture upit method and the building fire sprinkler water hydraulic
calculations, per applicable codes and in accordance to municipality and regulatory standards. Lessor to
provide a minimum potable water supply to support 30 (60) GPM with a constant 50 PSI water pressure, or
as determined by Lessee’s Engineer based on Lessee’s water demand. Maximum water pressure to Lessee
space to not exceed 80 PSI, and where it does water supply to be provided with a pressure reducing valve.
Lessor to provide Lessee with a current water flow test results (within current year) indicating pressure and
flow, for Lessee’s approval.

Where suitable building water already exists, Lessor to provide Lessee with a potable water supply to meet
the above minimum requirements. Water flow and pressure to Lessee’s space to be unaffected by any
other building water requirements such as other tenant water requirements or irrigation systems. Lessor to
bring water to Lessee’s space, leaving off with a valve and cap for Lessee extension per Lessee direction
or Lessee design plans.

Potable water supply to be provided with water meter and two (2) reduced pressure zone (RPZ) backflow
devices arranged in parallel for uninterrupted service and sized to support required GPM demand.
Backflow devices to be provided with adequate drainage per code and local authority. Meter to be per
municipality or water provider standards.

Any existing hose bibs will be in proper working condition prior to Lessees possession of space.

Building sanitary drain size will be determined by Lessee's Mech Engineer based on total combined
drainage fixture units (DFU's) for entire building, but not less than 4 inch diameter. The drain shall be
stubbed into the building per location coordinated by Lessee at an elevation no higher than 4 feet below

_ finished floor elevation, to a maximum of 10 feet below finished floor elevation. (Coordinate actual depth
and location with Lessee’s Architect and Engineer.) Provide with a cleanout structure at building entry
point. New sanitary building drain shall be properly pitched to accommodate Lessee’s sanitary system
design per Lessee’s plumbing plans, and per applicable Plumbing Code(s). Lift station/sewage ejectors
will not be permitted.

Sanitary drain to be stubbed into Lessee’s space with a minimum invert level of 42 inches below finished
slab. Sanitary drain to be sized based on the calculated drainage fixture unit (DFU) method in accordance
to code for both the Lessee’s DFU’s combined with any other tenant DFU’s sharing the drain however, in
no case less than 4 inch diameter. Ejectors or lift stations are prohibited. Lessor to clean, power jet and
_televise existing sanitary drain and provide Lessee with a copy of results. Any drains displayiong disrepair
or improper pitch shall be corrected by Lessor prior to acceptance by Lessee. Where existing conditions
are not met, Lessor to provide new sanitary drain to meet such requirements at Lessor’s cost and include
all relevant Sanitary District and local municipality permit, tap and other fees for such work.

Lessor to provide a plumbing vent no less than 4 inch diameter stubbed into Lessee’s space as high as
possible with an elevation no less than the bottom of the lowest structural element of the framing to the
deck above. Where deck above is the roof, Lessor to provide roof termination and all required roof
flashing and waterproofing. Plumbing roof terminations to maintain a minimum separation of 15 feet, or

8
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more if required by local code, from any mechanical rooftop equipment with fresh air intake. Where
required separation does not exist, Lessor to relocate to be within compliance at Lessor’s cost.

Sanitary sampling manhole if required by local municipality on new line.

Lessor to provide and pay for all tap fees related to new sanitary sewer and water services in accordance
with local building and regulatory agencies.

17.0 - Fire Suppression and Alarm System
Fire Sprinkler Systems and building fire alarm control panel shall be maintained by Lessor. Lessor to

provide pertinent information on systems for Lessee Engineers for design. Lessor to provide current
vendor for system and monitoring company.

Where Sprinkler System is not present and is required by Lessee usage based on local code or NFPA 101,
Lessor to provide cost, to be included in lease rate, for the design and installation of a complete turnkey
sprinkler system (less drops and heads in lessee space) that meets all local building, fire prevention and
life safety codes for the entire building. This system to be on a dedicated water line independent of
Lessee’s potable water line requirements. Lessor to include all municipal approved shop drawings, service

. drops and sprinkler heads at heights per Lessee’s reflective ceiling plan, flow control switches wired and
tested, alarms including wiring and an electrically/telephonically controlled fire alarm control panel
connected to a monitoring systems for emergency dispatch.

18.0 — Electrical
Service size to be determined by Lessee's engineer dependant on facility size and gas availability (400amp

to 1,000amp service) 120/208 volt, 3 phase, 4 wire derived from a single metered source and consisting of
dedicated CT cabinet per utility company standards feeding a distribution panelboard in the Lessee’s
utility room (location to be per National Electrical Code (NEC) and coordinated with Lessee and their
Architect) for Lessee’s exclusive use in powering equipment, appliances, lighting, heating, cooling and
miscellaneous use. Lessor’s service provisions shall include utility metering, tenant service feeder, and
distribution panelboard with main and branch circuit breakers. Lessee will not accept multiple services to
obtain the necessary capacity. Should this not be available Lessor to upgrade electrical service to meet the
following criteria:

Provide new service (preferably underground) with a dedicated meter via a new CT cabinet per utility
company standards. Service size to be determined by Lessee's engineer dependant on facility size and gas
availability (preliminary estimate = 1,000 amp service) 120/208 volt, 3 phase, 4 wire to a distribution
panelboard in the Lessee’s utility room (location to be per NEC and coordinated with Lessee and their
Architect) for Lessee’s exclusive use in powering equipment, appliances, lighting, heating, cooling and
miscellaneous use. Lessor’s service provisions shall include transformer coordination with utility
company, transformer pad and grounding, and underground conduit and wire sized for service inclusive of
excavation, trenching and restoration, utility metering, distribution panelboard with main and branch
circuit breakers, and electrical service and building grounding per NEC.

Lessee’s Engineer shall have the final approval on the electrical service size and location and the size and
quantity of circuit breakers to be provided in the distribution panelboard. If 480V power is supplied,
Lessor to provide step down transformer to Lessee requirements above.

If combined service meter cannot be provided then Lessor shall provide written verification from Power
Utility supplier stating multiple meters are allowed for use by the facility for the duration of the lease term.
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If lease space is in a multi-tenant building then Lessor (o provide meter center with service disconnecting
means, service grounding per NEC, dedicated combination CT cabinet with disconnect for Lessee and
distribution panelboard per above.

Lessor will allow Lessee to have installed, at Lessee cost, Transfer Switch for temporary generator hook-
up, Or permanent generator.

Existing electrical raceway, wire, and cable extending through the Lessee’s space but serving areas outside
the Lessee’s space shall be re-routed outside the Lessee’s space and reconnected as required at the
Lessor’s cost.

Fire Alarm system shall be maintained and in good working order by Lessor prior to Lessee acceptance of
space. Lessor to provide pertinent information on systems for Lessee’s design. Lessor to provide current
vendor for system and monitoring company. Lessor’s Fire Alarm panel shall include supervision of fire
suppression system(s) and connections to emergency dispatch or third party monitoring service in
accordance with the local authority having jurisdiction. If lease space is in a multi-tenant building then
Lessor to provide an empty conduit stub in Lessee space from Lessor’s Fire Alarm panel. If Fire Alarm
system is unable to accommodate Lessee requirements and/or FA system is not within applicable code
compliance, Lessor to upgrade panel at Lessor’s cost.

Fire Alarm system equipment shall be equipped for double detection activation if required.

19.0 - Gas Service
Existing Natural gas service at a minimum to have a 6” water column pressure and be able to supply

800,000-BTU’s. Natural gas line shall be individually metered and sized per demand.

20.0 - Mechanical /Heating Ventilation Air Conditioning
Lessor to provide a detailed report from a HVAC company on all existing HVAC units i.e. age, CFM’s,
cooling capacily, service records etc for review by Lessee. HVAC Units; components and equipment that
Lessee intends to reuse shall be left in place ‘as is’ by Lessor. Lessor shall ailfow Lessee, at Lessee’s
discretion to remove, relocate, replace or modify existing unit(s) as needed to meet HVAC code
requirements and design layout requirements.

If determined by Lessee that the units need to be replaced and or additional units are needed, I.essor will
be responsible for the cost of the replacement/additional HVAC units, Lessee will complete the all work
with the replacement/additional HVAC Units. Units replaced or added will meet the design requirements
as stated below.

The criteria is as follows:

Equipment to be Carrier or Trane RTU’s ® Provide 100% enthalpy economizer

Supply air shall be provided to the Premises | ¢  Units to include Power Exhaust

sufficient for cooling and ventilation at the ! o  Controls to be Programmable or DDC

rate of 275 to 325 square feet per ton to | o Provide high efficiency inverter rated non-

meet Lessee’s demands for a dialysis | overloading motors

facility and the base building Shell loads. ‘ e Provide 18” curbs, 36” in Northern areas
e Ductwork shall be extended 5” into the | with significant snow fall

space for supply and return air. 5 ¢ Units to have disconnect and service outlet

System to be a fully ducted return air design e Units will include motorized dampers

All ductwork to be externally lined except dampers for OA, RA & EA
for the drops from the units. !
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e System shall be capable of providing 55deg
supply air temperature when it is in the
cooling mode

Equipment will be new and come with a full warranty on all parts including compressors (minimum of
5yrs) including labor. Work to include, but not limited to, the purchase of the units, installation, roof
framing, mechanical curbs, flashings, gas & electrical hook-up, thermostats and start-up. Anticipate
minimum up to five (5) zones with programmable thermostat and or DDC controls (Note: The 5 zones of
conditioning may be provided by individual constant volume RTU’s, or by a VAV or VVT system of zone
control with a single RTU). Lessee’s engineer shall have the final approval on the sizes, tonnages, zoning,
location and number of HVAC units based on Lessees’ design criteria and local and state codes.

21.0 - Telephone
If in a multi tenant building Lessor to provide a 1” conduit from Building Demark location to phone room

location in Lessee space.

22.0 - Cable or Satellite TV
Lessee shall have the right to place a satellite dish on the roof and run appropriate electrical cabling from
the Premises to such satellite dish and/or install cable service to the Premises at no additional fee. Lessor
shall reasonably cooperate and grant “right of access” with Lessee’s satellite or cable provider to ensure

there is no delay in acquiring such services.

23.0 - Handicap Accessibility
Full compliance with ADA and all local jurisdictions’ handicap requirements. Lessor shall comply with
all ADA regulations affecting the Building and entrance to Lessee space including, but not limited to, the
elevator, exterior and interior doors, concrete curb cuts, ramps and walk approaches to / from the parking
lot, parking lot striping for four (4) dedicated handicap stalls for a unit up to 20 station clinic and six (6)
HC stalls for units over 20 stations inclusive of pavement markings and stall signs with current local
provisions for handicap parking stalls, delivery areas and walkways.

Lessor shall provide pavement marking; curb ramp and accessible path of travel for a dedicated delivery
access in the rear of the building. The delivery access shall link the path from the driveway paving to the
designated Lessee delivery door and also link to the accessible path of travel.

24.0 - Generator
Lessor to allow a generator to be installed onsite if required by code or Lessee chooses to provide one.

25.0 — Existing Site Lighting
Lessor to provide adequate lighting per code and to illuminate all parking, pathways, for new and existing
building access points. Parking lot lighting to be on a timer (and be programmed per Lessee business
hours of operation) or photocell. Parking lot lighting shall be connected to and powered by Lessor house
panel and equipped. If new lighting is provided it will need to be code compliant with 2 90 minute battery
back up at all access points.

26.0 — Exterior Building Lighting .
Lessor to provide adequate lighting per code and to illuminate the building main and service entrance/exits
with related sidewalks. Lighting shall be connected to and powered by Lessor house panel and equipped
with a code compliant 90 minute battery back up at all access points.

11
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27.0 — Parking Lot
Provide adequate amount of ADA curb cuts, handicap and standard parking stalls in accordance with
dialysis use and overall building uses. Stalls to receive striping, lot to receive traffic directional arrows and
concrete parking bumpers. Burapers to be anchored in place onto the asphalt per stall layout.

28.0 ~ Refuse Enclosure
If an area is not designated, lessor to provide Refuse area for Lessee dumpsters. Lessor to provide a
minimum 6 thick reinforced concrete pad approx 100 to 150SF based and an 8° x 12’ apron way to
accommodate dumpster and vehicle weight. Enclosure to be provided as required by local codes.

29.0 - Signage

Lessor to allow for an illuminated fagade mounted sign and rights to add signage to existing
Pylon/monument sign. Final sign layout to be approved by Lessee and the City.
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Exhibit C — Legal Descripﬁon, Tax & Survey Information

Tax Parcel One:

The west 65.80 feet (measured perpendicular to the west line) of Lot 1 in Aldi subdivision, being a subdivision of
part of the northwest %2 of Section 18, Township 37 North, Range 13, east of the Third Principal Meridian,
according to the Plat thereof recorded June 18, 1990 as document number 90-287592, in Cook County, Illinois.

Tax Parcel Four:
Lot 1 (except the west 65.80 feet measured perpendicular to the west line thereof) in Aldi subdivision being a
subdivision of part of the northwest % of Section 18, Township 37 North, Range 13, east of the Third Principal

Meridan, according to the Plat thereof recorded June 18, 1990 as document number 90-287592, in Cook County,
Illinois.
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Section |, Identification, General Information, and Certification
Operating Entity/Licensee

The lllinois Certificate of Good Standing for Cagles Dialysis, LLC. is attached at Attachment — 3. The
names and percentage ownership of all persons with a five percent or greater ownership in Cagles
Dialysis, LLC is listed below.

B Name Address Ownership Interest
Total Renal Care, Inc. 2000 16" Street 87%
Denver, Colorado 80202
Michael E. Arvan, MD 4542 West 95" Street - 6.5%
Oak Lawn, lllinois 60453
Sreya Pallath, MD 4542 West 95" Street 6.5%
L Oak Lawn, lllinois 60453
Attachment - 3
48100943.2
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File Number 0439201-9

To all to whom these Presents Shall Come, Greeting:

I, Jesse White, Secretary of State of the State of Illinois, do
hereby certify that

CAGLES DIALYSIS, LLC, A DELAWARE LIMITED LIABILITY COMPANY HAVING
OBTAINED ADMISSION TO TRANSACT BUSINESS IN ILLINOIS ON JUNE 24, 2013,
APPEARS TO HAVE COMPLIED WITH ALL PROVISIONS OF THE LIMITED LIABILITY
COMPANY ACT OF THIS STATE, AND AS OF THIS DATE IS IN GOOD STANDING AS A

FOREIGN LIMITED LIABILITY COMPANY ADMITTED TO TRANSACT BUSINESS IN THE
STATE OF ILLINOIS.

In Testimony Whereof, I hereto set
my hand and cause to be affixed the Great Seal of
the State of Illinois, this 1ST
day of JULY A.D. 2013

\ \ X0 y P
N e LR ’
Authentication #: 1318202452 M

Authenticate at: http://www.cyberdriveillinois.com

SECRETARY OF STATE
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Section |, Identification, General Information, and Certification
Organizational Relationships

The organizational chart for DaVita HealthCare Partners Inc. and Cagles Dialysis, LLC is attached at
Attachment - 4.

Attachment - 4

48100943.2
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46480157.1

Chicago Ridge Dialysis Center

Organizational Structure

MEA Investment
Properties, LLC

DaVita
HealthCare
Partners Inc.

ASP Investments
LLC

Cagles Dialysis,
LLC

N
Chicago Ridge
Dialysis
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Section |, Identification, General Information, and Certification
Flood Plain Requirements

The site of the proposed dialysis facility complies with the requirements of lilinois Executive Order #2005-
5. The proposed dialysis facility will be focated at 10511 South Harlem Avenue, Worth, lllinois 60482.
As shown on the FEMA flood plain map attached at Attachment — 5, the site of the proposed dialysis
facility is located outside of a flood plain.

Attachment - 5
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Section |, Identification, General Information, and Certification
Historic Resources Preservation Act Requirements

The Historic Preservation Act determination from the lllinois Historic Preservation Agency is aftached at |
Attachment - 6. '
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Hlinois Historic
r=——=—-= Preservation Agency

I.. FAX (217) 782-8161
1 Old State Capitol Plaza + Springfield, Ilinois 62701-1512 + www.illinois-history.gov

Cook County

Worth

CON - Establish a 16-Station Dialysis Facility
10511 S. Harlem Ave.
IHPA Log #005080213

August 13, 2013

Timothy Tincknell

DavVita Healthcare Partners, Inc..
2611 N, Halsted Sst.

Chicago, IL 60614

Dear Mr. Tincknell:

This letter is to inform you that we have reviewed the information provided
concerning the referenced project.

Our review of the records indicates that no higtoric, architectural or
archaeological sites exist within the project area.

Please retain this letter in your files as evidence of compliance with Section 4 of
the Illinois State Agency Historic Resources Preservation Act (20 ILCS 3420/1 et.
seq.). This clearance remains in effect for two years from date of issuance. It
does not pertain to any discovery during construction, nor is it a clearance for
purposes of the Illinois Human Skeletal Remains Protection Act (20 ILCS 3440).

If you have any further questions, please contact me at 217/785-5027.

Sincerely,

Anne E. Haaker ‘
Deputy State Historic

Preservation Officer

sy

A teletypewriter for the speechthearing impaired is available at 217-524-7128. It is not a voice or fax line.
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Section |, Identification, General Information, and Certification

Project Costs and Sources of Funds

g

Ero&cta.C;os T g
Modernization Contracts $1,025,000
Contingencies $148,625 $148,625
Architectural/Engineering Fees $86,000 $86,000
Consulting and Other Fees $53,500 $53,500
Moveable and Other Equipment
Communications $89,730 $89,730
Water Treatment $127,391 $127,391
Bio-Medical Equipment $9,964 $9,964
Clinical Equipment $283,357 $283,357
Clinical Furniture/Fixtures $21,878 $21,878
Lounge Furniture/Fixtures $3,157 $3,157
Storage Furniture/Fixtures $6,013 $6,013
Business Office Fixtures $14,870 $14.870
General Furniture/Fixtures $26,304 $26,304
Signage $12,336 $12,336

Total Moveable and Other Equipment $595,000 $595,000

Fair Market Value of Leased Space $1,586,428 $1,586,428

[
Total Project Costs $3,494,553 $3,494,553 |

48100943.2
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Section |, Identification, General Information, and Certification

Project Status and Completion Schedules

The Applicants anticipate project completion within 18 months of project approval.  Specifically, the
timeline is as follows:

3 months for Schematics Design

6 months for Construction

3 months for Permit Approval

6 months for Completion of Medicare Enroliment

Further, although the Letter of Intent attached at Attachment — 2 provides for project obligation to occur
after permit issuance, the Applicants will begin negotiations on a definitive lease agreement for the
facility, with the intent of project obligation being contingent upon permit issuance.

Attachment - 8
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Section |, Identification, General Information, and Certification

Cost Space Requirements

CLINICAL
ESRD $3,494,553 7,423 7,423

L

-

Total Clinical $3,494,553 7,423 7,423

NON
REVIEWABLE

— ]

Total Non-
Reviewable
TOTAL $3,494,553 _ 7,423 7,423 . |
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Section lll, Project Purpose, Background and Alternatives — Information Requirements

Criterion 1110.230(a), Project Purpose, Background and Alternatives

Background of the Applicant

The Applicants are fit, willing and able, and have the qualifications, background and character to
adequately provide a proper standard of health care services for the community. For this project, DaVita
HeaithCare Partners Inc. has partnered with Cagles Dialysis, LLC in their commitment to the Chicago
Ridge community. The proposed project involves the establishment of a 16-station dialysis facility to be
located at 15011 South Harlem Avenue, Worth, lllinois 60482.

DaVita HealthCare Partners Inc is a leading provider of dialysis services in the United States and is
committed to innovation, improving clinical outcomes, compassionate care, education and empowering
patients, and community outreach. A copy of DaVita's 2012 Community Care report, some of which is
outlined below, details DaVita's commitment to quality, patient centric focus and community outreach,
was previously submitted on April 24, 2014 as part of the Applicants’ application for Proj. No. 14-016.

DaVita has taken on many initiatives to improve the lives of patients suffering from chronic kidney disease
("CKD") and end stage renal disease ("ESRD"). These programs include the Kidney Smart, IMPACT,
CathAway, and transplant assistance programs. Information on the Kidney Smart, IMPACT and
CathAway programs, in addition to six press releases: “DaVita HealthCare Partners Celebrates
Milestones of 2013,” “DaVita's Approach to Integrated Care Nationally Recognized,” "DaVita’s Teammate-
Focused Culture Gains National and Local Awards,” “FORTUNE Magazine Names DaVita Among Most
Admired Companies for Ninth Consecutive Year,” “DaVita Gives $1.2 Million to Nonprofits Across the
US,” and “DaVita Delivers First-of-its-Kind Dialysis Treatment in the U.S.” are attached at Attachment —

1A

There are over 26 million patients with CKD and that number is expected to rise. Current data reveals
troubling trends, which help explain the growing need for dialysis services:

e Between 1988-1994 and 2005-2010, the overall prevalence estimate for CKD rose from 12.3 to
14.0 percent. The largest relative increase, from 254 to 40.8 percent, was seen in those with
cardiovascular disease.’

e Many studies have shown that diabetes, hypertension, cardiovascular disease, higher body mass
index, and advancing age are associated with the increasing prevalence of CKD.?

s Nearly six times the number of new patients began treatment for ESRD in 2011 (approximately
116,000) versus 1980 (approximately 20,000).°

* Nearly eleven times more patients are now being treated for ESRD than in 1980 (approximately
615,000 versus approximately 60,000).

e U.S. patients newly diagnosed with ESRD were 1 in 2,800 in 2011 versus 1in 11,000 in 1980.°

e U.S. patients treated for ESRD were 1 in 526 in 2011 versus 1in 3,400 in 1980.°

' US Renal Data'System, USRDS 2013 Annual Data Report: Atlas of Chronic Kidney Disease and End-
Stage Renal Disease in the United States, National Institutes of Health, National Institute of Diabetes
and Digestive and Kidney Diseases, Bethesda, MD, 44 (2013).
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« Increasing prevalence in the diagnosis of diabetes and hypertension, the two major causes of
CKD; 44% of new ESRD cases have a primary diagnosis of diabetes; 28% have a primary
diagnosis of hypertension.’

e Nephrology care prior to ESRD continues to be a concern. Since the 2005 introduction of the
new Medical Evidence form (2728), with fields addressing pre-ESRD care, there has been little
progress made in this area (pre-ESRD data, however, should be interpreted with caution because
of the potential for misreporting). Forty-two percent of new ESRD patients in 2011, for example,
had not seen a nephrologist prior to beginning therapy. And among these patients, 51 percent of
those on hemodialysis began therapy with a catheter, compared to 19 percent of those who had
received a year or more of nephrology care. Among those with a year or more of pre-ESRD
nephrologist care, 30 t!)ercent began therapy with a fistula — five times higher than the rate among
non-referred patients.

Additionally, DaVita’s Kidney Smart program helps to improve intervention and education for pre-ESRD
patients. Agpproximately 65-75% of CKD Medicare patients have never been evaluated by a
nephrologist.® Timely CKD care is imperative for patient morbidity and mortality. Adverse outcomes of
CKD can often be prevented or delayed through early detection and treatment. Several studies have
shown that early detection, intervention and care of CKD may result in improved patient outcomes and

reduce ESRD:

e Reduced GFR is an independent risk factor for morbidity and mortality,

e A reduction in the rate of decline in kidney function upon nephrologists referrals has been
associated with prolonged survival of CKD patients,

o Late referral to a nephrologist has been correlated with lower survival during the first 90 days of
dialysis, and '

o Timely referral of CKD patients to a multidisciplinary clinical team may improve outcomes and
reduce cost.

A care plan for patients with CKD includes strategies to slow the loss of kidney function, manage
comorbidities, and prevent or treat cardiovascular disease and other complications of CKD, as well as
ease the transition to kidney replacement therapy. Through the Kidney Smart program, DaVita offers
educational services to CKD patients that can help patients reduce, delay, and prevent adverse outcomes
of untreated CKD. DaVita's Kidney Smart program encourages CKD patients to take control of their
health and make informed decisions about their dialysis care.

To extend DaVita’'s CKD education and awareness programs to the Spanish-speaking population, DaVita
launched its Spanish-language website (DaVita.com/Espanol) in November 2011. Similar to DaVita’s
English-language website, DaVita.com/Espano! provides easy-to-access information for Spanish-
speaking kidney care patients and their families, including educational information on kidney disease,

treatment options, and recipes.

DaVita's IMPACT program seeks to reduce patient mortality rates during the first 90-days of dialysis
through patient intake, education and management, and reporting. In fact, since piloting in October 2007,
the program has not only shown to reduce mortality rates by 8 percent but has also resulted in improved

patient outcomes.

7 1d at 161

8 1d. at 216-217

® US Renal Data System, USRDS 2011 Annual Data Report: Atlas of Chronic Kidney Disease and End-
Stage Renal Disease in the United States, Bethesda, MD: National Institutes of Health, National
Institute of Diabetes and Digestive and Kidney Diseases; 2011.
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DaVita's CathAway program seeks to reduce the number of patients with central venous catheters
("CVC”). Instead patients receive arteriovenous fistula (“AV fistula”) placement. AV fistulas have superior
patency, lower complication rates, improved adequacy, lower cost to the healthcare system, and
decreased risk of patient mortality compared to CVCs. In July 2003, the Centers for Medicare and
Medicaid Services, the End Stage Renal Disease Networks and key providers jointly recommended
adoption of a National Vascular Access Improvement Initiative (“NVAII') to increase the appropriate use of
AV fistulas for hemodialysis. The CathAway program is designed to comply with NAVII through patient
education outlining the benefits for AV fistula placement and support through vessel mapping, fistula
surgery and maturation, first cannulation and catheter removal. Since the inception of the program,
DaVita has achieved a 45 percent reduction in the number of “Day 90+" catheter patients. As of
November 2013, DaVita’s catheter use rate is at an ali-time low with 13 percent of patients dialyzing at
DaVita for 90 days or more with a catheter in place. DaVita is an industry leader in the rate of fistula use
and has the lowest day-90 catheter rates among large dialysis providers.

In an effort to improve patient outcomes and experience during dialysis, on May 13, 2014, DaVita
announced the first delivery of hemodiafiltration in the United States. It is delivering hemodiafiltration
treatments to select patients at its North Colorado Springs Clinic as part of a six-month trial program.
Hemdiafiltration incorporates the standard hemodialysis process but adds an extra step to remove even
larger toxin particles. It is commonly practiced in Europe but until recently there was no FDA approved
device for use in the U.S. Over the next six months, DaVita clinical experts will determine whether there
are improved outcomes of dialysis treatment and patient quality of life compared to hemodialysis.

For more than a decade, DaVita has been investing and growing its integrated kidney care capabilities,
and on May 5, 2014, DaVita's approach to integrated care was recognized with two Dorland Health “Case
in Point” Platinum Awards for its Pathways Care Management and VillageHealth Integrated Care
Management programs. The Dorland Health awards recognize the most successful and innovative case-
management programs working to improve health care across the continuum.

Through Patient Pathways, DaVita partners with hospitals to provide faster, more accurate ESRD patient
placement to reduce the length of hospital inpatient stays and readmissions. Importantly, Patient
Pathways is not an intake program. An unbiased onsite liaison, who specializes in ESRD patient care,
meets with both newly diagnosed and existing ESRD patients to assess their current ESRD care and
provide information about insurance, treatment modalities, outpatient care, financial obligations before
discharge, and grants available to ESRD patients. Patients choose a provider/center that best meets
their needs for insurance, preferred nephrologists, transportation, modality and treatment schedule.

DaVita currently partners with over 350 hospitals nationwide through Patient Pathways. Patient
Pathways has demonstrated benefits to hospitals, patients, physicians and dialysis centers. Since the
pifot launch in 2010 and the subsequent program launch in 2013, Patient Pathways has impacted over
5,000 patients and reduced hospital readmission rates an average of 27 percent, saving hospital partners
more than $11 million. Moreover, patients are better educated and arrive at the dialysis center more
prepared and less stressed. They have a better understanding of their insurance coverage and are more
engaged and satisfied with their choice of dialysis facility. As a result, patients have higher attendance
rates, are more compliant with their dialysis care, and have fewer avoidabie readmissions.

Since 1996, Village Health has innovated to become the country’s largest renal National Committee for
Quality Assurance accredited disease management program.  VillageHealth’s Integrated Care
Management (“ICM") services partners with patients, providers and care team members to focus on the
root causes of unnecessary hospitalizations such as unplanned dialysis starts, infection, fluid overload

and medication management.

VillageHealth ICM services for payers and ACOs provide CKD and ESRD population heaith management
delivered by a team of dedicated and highly skilled nurses who support patients both.in the field and on
the phone. Nurses use VillageHealth's industry-leading renal decision support and risk stratification
software to manage a patient's coordinated needs. Improved clinical outcomes and reduced hospital
readmission rates have contributed to improved quality of life for patients. VillageHealth ICM has
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delivered up to a 15 percent reduction in non-dialysis medical costs for ESRD patients. Applied to
DaVita's managed ESRD population, this represents an annual savings of more than $30 mitlion.

DaVita's transplant referral and tracking program ensures every dialysis patient is informed of transplant
as a modality option and promotes access to transplantation for every patient who is interested and
eligible for transplant. The social worker or designee obtains transplant center guidelines and criteria for
selection of appropriate candidates and assists transplant candidates with factors that may affect their
eligibility, such as severe obesity, adherence to prescribed medicine or therapy, and social/femotional/
financial factors related to post-transplant functioning.

In an effort to better serve all kidney patients, DaVita believes in requiring that all providers measure
outcomes in the same way and report them in a timely and accurate basis or be subject to penalty. There
are four key measures that are the most common indicators of quality care for dialysis providers - dialysis
adequacy, fistula use rate, nutrition and bone and mineral metabolism. Adherence to these standard
measures has been directly linked to 15-20% fewer hospitalizations. On each of these measures, DaVita
has demonstrated superior clinical outcomes, which directly translated into 7% reduction in
hospitalizations among DaVita patients, the monetary result of which is more than $1.5 billion in savings
to the health care system and the American taxpayer since 2010.

DaVita Rx, the first and largest licensed, full-service U.S. renal pharmacy, focuses on the unique needs of
dialysis patients. Since 2005, DaVita Rx has been helping improve outcomes by delivering medications
to dialysis centers or to patients’ homes, making it easier for patients to keep up with their drug regimens.
As of 2012, DaVita Rx patients have an 82% adherence rate, compared to those who use chain
pharmacies and have a 32% adherence rate, and those who use independent pharmacies and have a
36% adherence rate. In addition, better adherence may lead to fewer hospitalizations for patients using
DaVita Rx versus those patients not on this service. Hospitalizations (per member per 1000) was 1.4 for
Non-DaVita Rx patients versus 1.0 for DaVita Rx patients in 2012.

DaVita has been repeatedly recognized for its commitment to its employees (or teammates), particularly
its more than 1,700 teammates who are reservists, members of the National Guard, miiitary veterans, and
military spouses. In June 2013, DaVita received the prestigious Secretary of Defense Employer Support
Freedom Award. Presented annually by the Employer Support of the Guard and Reserve (‘ESGR"), an
arm of the Department of Defense, the Freedom Award recognizes employers for outstanding support of
employees who serve in the Guard and Reserve. ltis the highest military-friendly award presented by the
U.S. government. Nearly 3,000 employers were nominated for a Freedom Award in 2013. An awards
committee composed of senior Department of Defense officials, business leaders and prior honorees
selected just 15 companies to receive the 2013 Freedom Award. DaVita also received the 2013 award for
Best Military Recruiting Program from ERE Media and was recognized this year with Top 100 Military
Friendly Employer and 2013 Top 100 Military Friendly Spouse Employer awards from Gl Jobs, a Most
Valuable Employers award from CivilianJobs.com and a “Best for Vets” award from Military Times EDGE.

In April 2014, DaVita received three major national and local awards for its focus on its teammates:
WorldBlu Most Democratic Workplaces, Top Workplaces Colorado and LearningElite Silver. For the
seventh consecutive year, DaVita appeared on WorldBlu’s list of most democratic work places. WorldBlu
surveys organizations’ teammates to determine the level of democracy practiced. For the third
consecutive year, WorkplaceDynamics also recognized DaVita as one of the top workplaces in Colorado,
based on empioyee input. DaVita was named a Silver LearningElite organization for 2014 by Chief
Learning Officer magazine for creating and implementing exemplary teammate development practices
that deliver measurable business value. DaVita ranked No. 29 in a record breaking field of mare than 200
companies. Finally, DaVita has been recognized as a one of Fortune® Magazine’s Most Admired
Companies in 2014. DaVita ranked first overall among health care facilities and was the second highest-

rated company in Celorado.

DaVita is also committed to sustainability and reducing its carbon footprint. In fact, it is the only kidney
care company recognized by the Environmental Protection Agency for its sustainability initiatives. In
2010, DaVita opened the first LEED-certified dialysis center in the U.S. Furthermore, it annually saves
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approximately 8 million pounds of medical waste through dialyzer reuse and it also diverts more than 85%
of its waste through composting and recycling programs. It has also undertaken a number of similar
initiatives at its offices and is seeking LEED Gold certification for its corporate headquarters. [n addition,
DaVita was also recognized as an "EPA Green Power Partner” by the U.S. Environmental Protection

Agency.

DaVita consistently raises awareness of community needs and makes cash contributions to organizations
aimed at improving access to kidney care. DaVita provides significant funding to kidney disease-
awareness organizations such as the Kidney TRUST, the National Kidney Foundation, the American
Kidney Fund, and several other organizations. Its own employees, or members of the “DaVita Village,”
assisted in these initiatives and have raised approximately $5 million, thus far, through the annual Tour
DaVita bicycle ride, with $1 million coming in 2013 alone. The Kidney Rock 5K Run/Walk raised an
estimated $1 million for Bridge of Life — DaVita Medical Missions in 2011 and 2012, combined. DaVita
continued its “DaVita Way of Giving” program in 2013 with teammates at clinics across DaVita’'s 43-state
footprint selecting more than 1100 charities from Ronald McDonald House to small community-support
entities in their local areas, to receive approximately $1.2 miilion in contributions.

DaVita does not limit its community engagement to the U.S. alone. It founded Bridge of Life, a 501(c)(3)
nonprofit organization that operates on donations to bring care to those for whom it is out of reach. In
2013, nearly 50 volunteers from Bridge of Life- DaVita Medical Missions™ worked to complete 15
missions in 11 countries, during which volunteers and partners helped to install or repair 77 dialysis
machines and train more than 50 kidney care professionals, brining treatment and quality care to an
addition 420 people around the world..

1. Neither the Centers for Medicare and Medicaid Services nor the lllinois Department of Public
Health has taken any adverse action involving civil monetary penalties or restriction or termination
of participation in the Medicare or Medicaid programs against any of the applicants, or against
any lllinois health care facilities owned or operated by the Applicants, directly or indirectly, within
three years preceding the filing of this application. Health care facilities owned or operated by the

Applicants:

A list of health care facilities owned or operated by the Applicants in lllinois is attached at
Attachment - 11B.

Dialysis facilities are currently not subject to State Licensure in lllinois.

2. Certification that no adverse action has been taken against either of the Applicants or against any
health care facilities owned or operated by the ‘Applicants in lllinois within three years preceding
the filing of this application is attached at Attachment - 11C.

3. An authorization permitting the lllinois Health Facilities and Services Review Board (“HFSRB”)
and the lllinois Department of Public Health (“IDPH") access to any documents necessary to
verify information submitted, including, but not limited to: official records of IDPH or other State
agencies; and the records of nationally recognized accreditation organizations is attached at

Attachment - 11C. !
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\ Office of the Chief
Medical Officer (OCMO)
N Aflen R. Nissanson, MO
Chief Medical Offices

Maocodith Mathews, MD
Robert Provenzano. MD
John Rebertson, MD

c David B. Van Wyck MD

April 30, 2009

Dear Medical Directors:

As your partner, DaVita® and OCMO are committed to helping you achieve unprecedented clinical outcomes with your
patients. As part of OCMO's Relentless Pursuit of Quality™, DaVita will be launching our top two clinical initiatives; IMPACT,
and CathAway™ at our annual 2009 Nationwide Meeting. Your facility administrators will be onenting you on both programs
upon their return from the meeting in early May.

IMPACT: The goal of IMPACT is to reduce incident patient mortality. IMPACT stands for Incident
Management of Patients Actions Centered on Treatment. The program focuses on three components:
patient intake, education and management and reporting. IMPACT has been piloting since October 2007
and has demonstrated a reduction in mortality. The study recently presented at the National Kidney
Foundation's Spring Clinical Meeting in Nashville, TN. In addition to lower mortality rates, patient
outcomes improved - confirming this vulnerable patient population is healthier under DaVita's relentless
pursuit of quality care.

CathAway: Higher catheter use is associated with increased infection, morbidity, mortality and
hospitalizations (1@.The 7-step Cathaway Program supports reducing the number of patients with central
venous catheters (CVCs). The program begins with patient education outlining the benefits of fistula
placement. The remaining steps support the patient through vessel mapping, fistula surgery and
maturation, first cannulation and catheter removal. For general information about the CathAway program,
see the November 2008 issue of QUEST, DaVita's Nephrology Journal.

As Medical Directors, here is how you can support both initiatives in your facilities:

o Assess incident patients regularly in their first 90 days: At your monthly DaVita QIFMM meetings, discuss patients
individually and regularly. Use the IMPACT scorecard to prompt these discussions.

o Adopt “Facility Specific Orders”: Create new facility specific orders using the form that will be provided to you. Each
of your attending physicians will also need to be educated on the use of the form for their new patients.

o Minimize the “catheter-removal” cycle time: At your monthly DaVita QIFMM meetings, review each of your catheter
patients with the team and identify obstacles causing delays in catheter removal.

o Plan fistula and graft placements: Start AV placement plans early by scheduling vessel mapping and surgery
evaluation appointments for Stage 4 CKD patients. Schedule fistula placement surgery for those patients where ESRD
is imminent in the next 3-6 months. Share early fistula and graft placement expectations with attending physicians in
your dialysis facilities.
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Launch Kits:

In May, Launch Kits containing materials and tools to support both initiatives will be arriving at your facilities. IMPACT kits
will include a physician introduction to the program, step by step implementation plan and a full set of educational resources.
FAs and Vascular Access Leaders will begin training on a new tool to help identify root-causes for catheter removal delays.

As the leader in the dialysis center, your support of these efforts is crucial. As always, | welcome your feedback, questions
and ideas. Together with you, our physician partners, we will drive catheter use to all-time lows and help give our incident
patients the quality and length of life they deserve.

Sincerely,

W b,

Allen R. Nissenson, MD, FACP

Chief Medical Cfficer, DaVita

(1) Dialysis Outcomes and Practice Pattems Study (DOPPS): 2 yrs/7 Countries / 10,000 pts.
(2) Pastan et al: Vascular access and increased risk of death among hemodialysis patients.

4
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Kidney Smart

S

Kidney Smart
Education Program
Your comprehensive guide to
Chronic Kidney Disease (CKD)

e e e e e vme me e e w0 e e

Introduction

| am in the Early ‘ | am in the Late
Stageof CKD |l  Stage of CKD

VillageHealth.com Contact us Privacy Palicy Disclosure About Us Sitemap ©2012 DaVita, inc. All rights reserved.

Kidney Smart was produced by a multi- disciplinary team of healthcare providers and heaith education professionals who are teammates of DaVita, inc.
The content presented here is intended to be informational only, and does not replace the advice of your doctor.
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Kidney Smart
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= Take Controi » Take Control
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o Stay Your Course » Make a Plan - Peritoneal
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Kidney Sman

VillageHealth.com Contact us Privacy Policy Disciosure About Us Sitemap  ©2012 DaVita, Inc. All rights reserved.

Kidney Smart was produced by a multi-disciplinary team of healthcare providers and health education professionals who are of Davita, Inc.
The content presented here is intended to be informational only, and does not replace the advice of your doctor.
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Find a Kidney Education Class - DaVita

- | Havéfl‘i"a_rly-s'tég";é .. )

{h Kidney Disease Kidney Disease

1. ‘I Have Late-Stage -

DaVita.
hringing quatity io Jife

KIDNEY DISEASE TREATMENT
EDUCATION OPTIONS

DAVITA ESPANOL

EMAIL [_—

PASSWORD ] 1 Sign In. .

[ RemMeMBER ME

FORGOQT PASSWORD? REGISTER NOW

PHYSICIANS = HOSPITALS = INVESTORS = CAREERS = ABOUT DAVITA

KIDNEY -FRIENDLY
RECIPES

DaV|ta offers mstructor Ied classes in nelghborhoods across the country. Finding a class is

quick and easy. Begin your search below.

Find by State

STATE | - Select One- |

OR

Find by ZIP Code

ZIP CODE 1 wmHin

Include:
Kidnay Sar

CKD Stage 3. Taxing_Congrol of Kidnev isease

CKD Stages 4. & 5, Making Hes ;ttv Choices

Treaiment ( CES%

Kidney Disease Educaticy
Treatment Cptions For Hospitais
DaVita Services About Davita
Kidney Friendly Recipes Carsers
Cavita Tools investors
Giscussion Forums Contact Us

BhopDaVita

Da\ita.

For Physiciang

Davita RX
DaVita Clinical Research
DaVita Labs

A oygpn eatl -
international

DaVita Nephrol.ife India

My Davita
Register
Sign in

DAVITA DISCUSSION MY DAVITA
TOOLS FORUMS
r j Search- .
Contact Us

Not all classes are currently listed in our online directory.
To get the most up-to-date listing of classes in your area,
please call:

HMonprofits Social Meniz

DaVita Kidney Rock Find us on Facebook

Dialysis Patient Citizens :z. Follow us on Twitter

The Kidney TRUST B watch us on YouTube

Bridge of Life By posting on any of these social

Tour Davita media sites, you are bound by our
legal terms of use.

© 2004-2012 DaVita Inc. All rights reserved. Terms of Use | Privacy of medicat information | Web Privacy Policy | EAQs | Site map
This site is for informational purposes only and is not intended to be a substitute for medical advice from a physician.
Please check with a physician if you need a diagnosis and/or for freatments as well as information regarding your specific condition. If you are experiencing urgent medical conditions, call 9-

1-1
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Dear Physician Partners:

i
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Relentless pursuit of quality

IMPACT™ is an initiative focused on reducing incident patient mortality. The program provides a
comprehensive onboarding process for incident patients, with program materials centered on four
key clinical indicators—access, albumin, anemia, and adeqguacy.

Medical Directors: How can you support IMPACT in your facilities?
Customize the new Standard Admission Order template into facility-specific orders.
Drive use of the standard order with your attending physicians

Review your facility IMPACT scorecard at your monthly GIFMM meeting

' - Talk about IMPACT regularly with your attending physicians

Attending Physicians: How can you support IMPACT in your facilities?
Use the IMPACT scorecard to assess incident patients

Educate teammates about the risk incident patients face and how IMPACT can help

How was IMPACT developed? What are the initial results?

From October 2007 to April 2009, IMPACT was piloted in DaVita" centers. Early results, presented
at the National Kidney Foundation’s Spring Clinical Meeting in Nashville, TN this April, showed an
8% reduction in annualized mortality. In addition teo lower mortality, IMPACT patients showed
improvements in fistula placement rates and serum albumin levels. The results are so impressive

that we are implementing this program throughout the Village.

Your support of this effort is crucial.
& If you have not seen the IMPACT order template and scorecard by the end of June, or if you have
: additional questions about the program, email impact@davita.com. Together we can give our

incident patients the quality and length of life they deserve.

Sincerely,

| At

Dennis Kogod
Cheif Operating Officer

AChuc—

!
Allen R. Nissenson, MD, FACP
Chief Medical Officer
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DaVita

FOR IMMEDIATE RELEASE

DaVita’s IMPACT Program Reduces Mortality for New Dialysis Patients
Study Shows New Fatient Care Model Significantly Improves Fatient Qutcomes

[P A

El Segundo, Calif., (March, 29, 2009) - DaVita Inc., a lcading provider of kidney care services for those diagnosed with
chronic kidney disease (CKD), today released the findings of a study revealing DaVita’s IMPACT™ {Incident Management

PR

P of Patients, Actions Centered on Treatment) pilot program can significantly reduce mortality rates for new dialysis patients.
The study presented at the National Kidney Foundation’s Spring Clinical Meeting in Nashville, TN details how the

IMPACT patient care model educates and manages dialysis patients within the first 90 days of treatment, when they are

[F T

most unstable and are at highest risk. In addition to lower mortality rates, patient outcomes improved - confirming the

health of this vulnerable patient population is better supported under DaVita’s Relentless Pursuit of Quality™ care.

The pilot program was implemented with 606 patients completing the IMPACT program over a 12 month period in 44
DaVita centers around the nation. IMPACT focuses on patient education and important clinical outcomes - such as the
measurement of adequate dialysis, access placement, anemia, and albumin levels - imonitoring the patient’s overall health
: in the first 90 days on dialysis. Data reflects a reduction in annualized mortality rates by eight percent for IMPACT
patients compared with nou-IMPACT patients in the DaVita network. Given that DaVita has roughly 28,000 new

patients starting dialysis every year, this reduction affects a significant number of lives.

In addition, a higher number of IMPACT patients versus non-IMPACT patients had an arteriovenous fistula (AVF) in

place. Rescarch show that fistulas - the surgical connection of an artery to a vein - last longer and are associated with

lower rates of infection, hospitalization and death compared to all other access choices.

Allen R. Nissenson, MD, Chief Medical Officer at DaVita says, “The IMPACT program is about quality patient care
% starting in the first 90 days and extending beyond. Improved outcornes in new dialysis patients translates to better long

term results and healthier patients overall.”

Researchers applaud the IMPACT program’s inclusion of all patients starting dialysis, regardless of their cognitive ability

or health status. Enrolling all patients at this early stage in their treatment allows them to better understand their disease

and care needs while healthcare providers work to improve their outcomes. Through this program, DaVita mandates

reporting on this particular population to better track and manage patients through their incident period.

i Dennis Kogod, Chief Operating Officer of DaVita says, “We are thrilled by the promising results IMPACT has had on
our new dialysis patients. DaVita continues to be the leader in the kidney care community, and we look forward to rolling

out this prograin to all facilities later this year, to improve the health of all new dialysis patients.”

DaVita, IMPAGT and Relentless Pursuil of Quality are trademarks or registered trademarks of DaVita Inc. All other

trademarks are the properties of their respective owners.
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Poster Presentation

NKF Spring Clinical Meeting
Nashville, TN

March 26-28, 2009

Incident Management of Hembdialysis Patients: Managing the First 90 Days

John Robertson', Pooja Goel', Grace Chen', Ronald Levine', Debbie Benner’, and Amy Burdan'
'DaVita Inc., El Segundo, CA, USA

IMPACT (Incident Management of Patients, Actions Centered on Treatment) is a program to
reduce mortality and morbidity in new patients during the first 3 months of dialysis, when
these patients are most vulnerable. IMPACT was designed to standardize the onboarding
process of incident patients from their O to 90-day period. We report on an observational
(non-randomized), un-blinded study of 606 incident patients evaluated over 12 months
(Oct77-0Oct08) at 44 US DaVita facilities.

The study focused on 4 key predictive indicators associated with lower mortality and morbidity
—anemia, albumin, adequacy and access (4As). IMPACT consisted of:
(1) Structured New Patient Intake Process with a standardized admission order, referral fax,
and an intake checklist;
(2) 90-day Patient Education Program with an education manual and tracking checklist;
(3).Jools for 90-day Patient Management Pathway including QOL; and
(4) Data Monitoring Reports.

Data as of July, 2008 is reported. Patients in the IMPACT group were 60.6 3 15.1 years old
(mean3SD), 42.8% Caucasian, 61% male with 25% having a fistula. Results showed a reduction in
90-day mortality almost 2 percentage points lower (6.14% vs. 7.98%; p<0.10) among IMPACT
versus nonIMPACT patients. Changes among the 4As showed higher albumin levels from 3.5 to
3.6 g/dL (note that some IMPACT patients were on protein supplementation during this period)
and patients achieving fistula access during their first 90-days was 25% vs. 21.4%, IMPACT and
nonIMPACT, respectively (ps0.05). However, only 20.6% of IMPACT patients achieved Hct
targets (33s3xHbs<36) vs. 23.4% for controls (p<0.10); some IMPACT patients may still have
>36-level Hcts. Mean calculated Kt/V was 1.54 for IMPACT patients vs. 1.58 for nonIMPACT
patients (p=0.05).

IMPACT is a first step toward a comprehensive approach to reduce mortality of incident
patients. We believe this focus may help us to better manage CKD as a continuum of care.
Long-term mortality measures will help determine if this process really impacts patients in the
intended way, resulting in longer lives and better outcomes.
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IMPACT Tools

Here’s how the IMPACT program will help the team
record data, educate patients and monitor their
progress in your facilities.

0 Standard Order Template, a two-page form with
drop-down menus that can be customized into
a center-specific template

6 Intake Checklist to gather registration and
clinical data prior to admission

e Patient Announcement to alert teammates
about new incident patients

e Patient Education Book and Flip Chart to teach
patients about dialysis

Attention, teunmates!
A naw IMPACT patient is aboul to
step up to the plate.

e Tracking Checklist for the team to monitor
progress over the first 90 days

Let's become thelr biggest fans.
Let’s coach and encourage them.
And let's cheer them along every
step of their first 90 days.

@ IMPACT Scorecard to track monthly center
summary and patient level detail for four clinical
indictors: access, albumin, adequacy, anemia

(6] o

e 1t BIPACT Education Checkdist 5
IMPACT SCORECARD {oe; e O raoms e

s
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DaVita.

Headguarters

1627 Cole Blvd, Bldg 18
Lakewood CO 80401
1-888-200-1041

IMPACT

For more information, contact
1-800-400-8331

DaVita.com

© 2009 DavVita Inc. All rights reserved. PREN-8023

Our Mission

To be the Provider,
Partner and Employer
of Choice

Core Values

Service Excellence
Integrity

Team

Continuous Improvement
Accountability
Fulfillment

Fun

G Printed with low-VOC, vegetable-based inks on recycled paper in the USA.
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DaVita HealthCare Partners Celebrates Milestones of 2013

Year Marked by Continued Clinical Excellence, Expansion of Patient Services, Company Growth, Global Altruism,
Community Leadership

DENVER--(BUSINESS WIRE)--Jan. 8, 2014-- DaVita HealthCare Partners Inc. (NYSE:DVA), one of the nation's largest and
most innovative health care communities, released a year-end recap of major milestones and achievements for the company

in 2013.

“in 2013, DaVita HealthCare Partners®™ achieved outstanding results on clinical and business metrics and expanded the
portfolio of initiatives aimed at improving patient care and the communities we serve,” said Kent Thiry, co-chairman and CEO
of DaVita HealthCare Partners Inc. “This success is a team effort and speaks to the work of our 50,000 DaVita HealthCare
Partners teammates delivering industry-leading clinical outcomes and driving down health care costs that already have
saved taxpayers hundreds of millions of dollars.”

Major initiatives and highlights for 2013 included:

Clinical Excellence:

e DaVita Survival Rate Leads Kidney Care Industry — In September, the United States Renal Data System released
its 2013 Atlas of Chronic Kidney Disease (CKD) and End Stage Renal Disease (ESRD). The Atlas covers population
and treatment data available in 2011; for that year, DaVita had the lowest standard mortality rate in the industry
(along with DCI).1 Through an integrated approach to patient care, DaVita continues to improve survival rates.
According to the latest available internal data, gross mortality rate at DaVita fell in 2012 to its lowest leve! ever at 13.9
percent, a 27 percent decrease since tracking began in 2001. This decrease represents thousands of lives saved
over a period of years.

« DaVita Clinical Research® (DCR®) Launches Biorepository — in 2013, DCR announced the commercial
availability of its biorepository and completes the collection of blood, serum and plasma samples and accompanying
annotated clinical data from more than 4,000 patients with end stage renal disease (ESRD). The vision is to be a
resource to drive new innovations and advance the knowledge and-practice of kidney care. In 2013, DCR cemented
agreements with biopharmaceutical and molecular diagnostic companies seeking to leverage the biorepository.

e DaVita’s Catheter Rates Fall to Historic Lows ~ DaVita continues to see improvement in its efforts to reduce
patient central venous catheter (CVC) rates, a major risk factor for serious infection in kidney patients. In 2008,
DaVita established CathAwayTM, the company's seven-step program for reducing the number of hemodialysis
patients dialyzing with CVCs. Since the inception of the program, DaVita has achieved a 45 percent reduction in the
number of "Day 90+" catheter patients (i.e., those patients who have been dialyzing at DaVita for 90 days or more
with a CVC in place), and the company is now at an all-time low catheter rate of 13 percent for this patient population
as of November 2013. DaVita is among the leaders in the industry in the use of fistulas, the “gold standard” for
dialysis access.

o DaVita Patient Vaccination Rates Again Top 90 Percent — Less than a month into flu season, DaVita announced
that it had exceeded its goal of vaccinating 90 percent of its dialysis patients for influenza and pneumonia. As of early
December 2013, DaVita had vaccinated 91.9 percent of its patients for influenza and 92.7 percent of its patients for
pneumonia. Vaccinations are critically important for kidney care patients who are at high risk for complications,
helping prevent hospitalizations and even death and supporting quality of life.

e 30,000 DaVita Teammates Participate in Health-Promoting DaVita Vitality Points Program — The Vitality Points
program is designed to reward and encourage participants to be accountable for their own health. About 80 percent
of DaVita’s health care costs are attributed to preventable risks and lifestyle behaviors. Vitality Points participants
become aware of their own health risks and start taking steps to reduce or eliminate them. Historically, the program
has been a success: Of the roughly 20,000 teammates who got their Vitality Screenings in consecutive years
between 2010 and 2012, 50 percent saw their blood pressure and cholesterol score decline at least a little; 10
percent of those same teammates (2,000 individuals) significantly reduced their healith risks related to blood pressure
and cholesterol. And while year-over-year results aren't yet available (expected in March 2014), in 2013 more than
30,000 teammates and 8,000 spouses and domestic partners took action by participating in the program.

DaVita is proud of its clinical accomplishments, which have improved and extended the lives of thousands of Medicare
beneficiaries. However, in 2014 the kidney community was presented with new challenges due to substantial cuts to
Medicare reimbursement. All of these wonderful advancements in care depend on adequate Medicare funding, which is at
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risk like no other time in history.
Patient Service:

¢ The New and improved myDaVita.com Health-Management Platform Launches — myDaVita.com offers a social
networking platform that is now available wherever and whenever a member needs the online kidney community.
myDaVita.com members can take control of their kidney care in the palm of their hands with the new myDaVita.com
mobile experience. With convenient, on-the-go access to myDaVita.com, it is easier than ever for people to manage
their kidney disease. Members have access to a variety of features, including DaVita Diet Helper™ for easy kidney
diet meal planning, the DaVita Forums and specialized groups, as well as personalized profiles. DaVita dialysis
patients also have access to the DaVita Health Portal™ health-management tool through myDaVita.com.

¢ An Enhanced DaVita Diet Helper™ Diet-Management Tool Launches — First launched in 2007, the highly popular
DaVita Diet Helper has undergone changes that are bound to make this coveted kidney diet tool even better. Now
users in any stage of kidney disease can get 1,000+ recipes for quick and easy meal planning. The improved
experience also includes customizing recipes and meals to their liking, viewing their mobile Nutrition Tracker and
Shopping List on the go and checking their nutrition goals with ease.

Business Growth, Thought Leadership:

o HealthCare Partners® Celebrates Multiple Operational Milestones ~ HealthCare Partners (HCP) hit a series of
significant milestones in 2013, including the following: being named a top-performing medical group by the Integrated
Healthcare Association for the tenth consecutive year; expanding operations into a fifth state with the acquisition of
Arizona Integrated Physicians (HCP already provides care for patients in California, Florida, Nevada and New
Mexico); adding nearly 60,000 Medicare Advantage patients — an increase of 28 percent; being selected by the
Centers for Medicare and Medicaid Services to participate in the Medicare Shared Savings Programs in California,
Florida and Nevada; and partnering with leading health plans in Commercial Accountable Care Organizations.

¢ Studies Show DaVita Rx® Patients Live Longer, Have Fewer Hospital Visits — A 2013 independent study showed
that patients who use DaVita Rx, the world’s first and largest full-service pharmacy dedicated to serving the unique
needs of kidney patients, have a 21 percent lower risk of death and experience 14 percent fewer hospital visits per
year than patients who do not use DaVita Rx.

e DaVita’s International Expansion Continues — As of December 2013, DaVita had 67 clinics located in 10 countries
outside the U.S. In 2013, DaVita entered four new countries; Poland, Portugal, Taiwan and Colombia.

e VillageHealth® Garners Top Award — SCAN Health Plan’s Chronic Condition Special Needs Plan (C-SNP) for
individuals with end stage renal disease — called VillageHealth (a joint partnership with DaVita) — received the highest
patient satisfaction rating of any C-SNP in California. VillageHealth received a 92 percent satisfaction rating in
Medicare’s Consumer Assessment of Healthcare Providers and Systems (CAHPS) 2013 survey.

Corporate Citizenship, Education, Empowerment:

e DaVita Provides Nearly 13,000 Pairs of Shoes to Underserved Children — Through a nationwide initiative known
as “Shoes-a-palooza,” DaVita teammates committed to donating 5,000 pairs of shoes through a partnership with
Shoes That Fit, a Claremont, Calif.-based charity whose mission is to provide new shoes to children in need so they
can attend school in comfort and with dignity, and be better prepared to learn and play. DaVita teammates far
exceeded that goal and provided 12,915 pairs of new shoes to children in 167 schools nationwide.

e Bridge of Life Brings Dialysis to Previously Unserved Areas — In 2013, nearly 50 volunteers from Bridge of Life —

DaVita Medical MissionsTM, an independent 501(c)(3) nonprofit organization, worked together to complete 15

missions in 11 countries, during which volunteers and partners helped to install or repair 77 dialysis machines and

train more than 50 kidney care professionals, bringing treatment and quality care to an additional 420 people around
the world.

Tour DaVita ® - DaVita's annuat charity bike ride, Tour DaVita, raised $1 million to support The Kidney TRUST in

2013. The Kidney TRUST, an independent 501(c)(3) nonprofit organization, offers no-cost kidney disease screenings

in nonmedical settings. The proceeds from Tour DaVita will help fund future screenings by The Kidney TRUST as

well as its mission to educate communities around the country on kidney health, including kidney disease risk factors.

e DaVita Provides Leadership, Management Training to Nearly 10,000 Teammates — Reflecting a steadfast
commitment to delivering advanced educational opportunities to DaVita teammates, in 2013 more than 9,700
teammates benefited from the various award-winning curricula of DaVita University. Additionally, nearly 5,000
teammates from every level of the company attended DaVita Academies, which are two-day introductions to DaVita
culture and to important leadership practices to use with their teams and in their communities.

e DaVita Executives Spend the Day Supporting Clinical Operations in Dialysis Centers — More than 200 DaVita
executives (vice president and higher), including company co-Chairman and CEO Kent Thiry, served in clinics from
Washington to Florida and New York to California. While they are not providing direct patient care, they supported the
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clinical care team by performing a range of other duties, such as cleaning, organizing, stocking supplies and visiting
with patients.
o DaVita Educational Programs, Cultural Displays Win Major Awards — In 2013 DaVita's “Wisdom” department
won numerous awards for its representation of the DaVita culture through various vehicles:
o International Gold Quill, Silver Quill and Ragan Health & PR Awards for Stories of the DaVita Village
magazine
Video Award of Distinction by Videographer Awards
Platinum Hermes Creative Award for collateral at DaVita’s 2012 “Nationwide” event
Gold Hermes Award for a recruiting email campaign
Platinum MarCom Award for promoting DaVita brand and culture in a new office in Federal Way, Wash.
MarCom Gold Award for an educational piece on home dialysis
o MarCom Awards for branding and marketing initiatives in Potand
o DaVita Way of Giving — For the third year in a row, DaVita teammates chose charities in their communities to

support financially as part of “DaVita Way of Giving,” the company'’s locally focused charitable giving initiative. This
year, teammates donated $1.2 million to help nonprofit organizations throughout the United States grow and thrive.

O 0O 0 0 o

Awards

In 2013, DaVita won nearly 70 major awards, including the following:
Businéss Excellence

e World's Most Admired Companies — DaVita was named the most innovative company on FORTUNE® Magazine's
World's Most Admired Companies' 2013 ranking of health care facilities. This marked the fourth consecutive year
DaVita has been ranked no. 1 in innovation and the eighth consecutive year DaVita has been recognized on the
World's Most Admired Companies industry list.

e 50 Top Performing Companies — DaVita was named a top performer by Bloomberg BusinessWeek.

o 100 Most Influential People in Health Care — Kent Thiry was ranked number 11 among the most influential people

in U.S. health care by Modem Healthcare. We believe this should be called the “most influential companies” list
because this recognition is both a testament to our teammates’ hard work and commitment to patients and an

ui

indication of growing acknowledgement of the contributions DaVita HealthCare Partners makes to the health care
industry and to the world at large.

Caring for Our Patients

o Renal Physicians Association’s Patient Safety Improvement Award — DaVita stands atop the "Adherence to
Procedures" category. )

e Case in Point Platinum Award — Patient Pathways garnered the top honor in the “Best Discharge Planning”
category.

e National Health Information Awards — DaVita took home three awards plus a Best in Show award: Gold and Best
in Show for The Compass, a patient education magazine; silver for Kidney Diet Delights, a kidney-friendly cookbook;
and silver for Kidney Smart magazine, vol. 2, an in-depth educational too! for patients transitioning to dialysis.

Caring for Each Other

o Best Places to Work — DaVita was voted among the top places to work in Denver, Nashville, Philadelphia and the

San Francisco Bay Area. )

e 2013 Training Top 125 — For the ninth consecutive year, Training Magazine named DaVita a leading organization
that excels at employee development.

o Most Democratic Workplaces — For the sixth straight year DaVita was ranked among the world’s most
democratically operated workplaces by WorldBlu - stilt the only health care company and the only Fortune 500®
company so recognized.

Caring for Our Worid

o Communitas Community Service Award — DaVita was recognized in the company-sponsored volunteer project
category for Shoes-a-palooza.
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e EPA Green Power Partnership — DaVita was included in the Environmental Protection Agency Green Power
Partnership lists of Fortune 500 companies that lead in supporting renewable generation capacity since 2009.

Military Awards

o Freedom Award - DaVita was honored with the highest military-friendly employer award presented by the U.S.
government. DaVita became the first kidney care provider to win this award.

o Best for Vets — DaVita was recognized by Military Times Edge as a "Best for Vets” employer. DaVita was also
included on the list for best employers for reservists.

e Military Spouse — DaVita was recognized as a top employer for military spouses by Military Spouse Magazine.

e Patriot Award - For the second year in a row, DaVita was recognized with the Department of Defense's prestigious
Patriot Award for its support of military personnel (including reservists).

DaVita, HealthCare Partners, DaVita Clinical Research, DCR, Tour DaVita, DaVita Kidney Rock, DaVita Rx, NephLink,
CathAway and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc. All
other trademarks are the property of their respective owners.

About DaVita

DaVita is the dialysis division of DaVita HealthCare Partners Inc., a Fortune 500® company that, through its operating
divisions, provides a variety of health care services to patient populations throughout the United States and abroad. A
leading provider of kidney care in the United States, DaVita delivers dialysis services to patients with chronic kidney failure
and end stage renal disease. DaVita strives to improve patients’ quality of life by innovating clinical care, and by offering
integrated treatment plans, personalized care teams and convenient health-management services. As of Sept. 30, 2013,
DaVita operated or provided administrative services at 2,042 outpatient dialysis centers located in the United States serving
approximately 166,000 patients. The company also operated 66 outpatient dialysis centers located in 10 countries outside
the United States. DaVita supports numerous programs dedicated to creating positive, sustainable change in communities
around the world. The company's leadership development initiatives and social responsibility efforts have been recognized
by Fortune, Modern Healthcare, Newsweek and WorldBlu. For more information, please visit DaVita.com.

" USRDS 2013 Atlas of ESRD

Source: DaVita HealthCare Partners Inc.

Media:

DaVita HealthCare Partners Inc.
Vince Hancock, 303-876-6618
vince hancock{@davita.com
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DaVita's Approach to Integrated Care Nationally Recognized

Patient Pathways, VillageHealth Recognized with National Awards

DaVita Kidney Care, a division of DaVita HealthCare Partners Inc. (NYSE: DVA) and a leading provider of kidney care
services, today announced that its approach to integrated care has been recognized with two Dorland Health "Case In Point"
Platinum Awards, a unique awards program that recognizes the most successful and innovative case-management programs
working to improve health care across the care continuum.

DaVita's approach to integrated kidney care management includes partnering with patients, physicians, health systems,
Accountable Care Organizations (ACOs) and payers to provide holistic integrated care for individuals with chronic kidney
disease (CKD) and end stage renal disease (ESRD).

"We've been investing and growing our integrated kidney care capabilities for more than a decade and are honored to be
recognlzed for our innovations to improve clinical outcomes while addressing the umque complex needs of kidney care
patients,"” said Javier Rodriguez, CEO of DaVita Kidney Care.

The two programs that won awards for integrated care are Patient Pathways and VillageHealth, both subsidiaries of DaVita.

Pathways Care Management, Patient Pathways — Winner: Best Case Management in Acute Settings. Provider Program

Pathways Care Management (PCM) by Patient Pathways supplements partnering hospitals’ staffs with onsite renal nurses,
patient liaisons and telephonic renal nurses who are experts in complex kidney patient care management, discharge

planning, and post discharge care coordination and coaching.

Founded in 2007, Patient Pathways has improved the quality of life for more than 200,000 dialysis patients in more than 350
hospitals nationwide. The program's goals include improving the transition from the inpatient to the outpatient setting;
assisting hospital partners with clinically appropriate reductions in hospital readmissions, avoidable admissions and length of
stay; reducing avoidable acute dialysis treatments; and enhancing the patient experience and quality of life.

Since PCM's pilot launch in 2010 and subsequent program launch in 2013, the program has impacted over 5,000 patients
and reduced hospital readmission rates an average of 27 percent, saving our hospital partners more than $11 million.
Compared to Patient Pathways' original discharge planning service, PCM has proven 50 percent more effective in reducing
all-cause readmission rates for ESRD patients.

VillageHealth Integrated Care Management — Winner: Best Disease Management/Population Health

VillageHealth's Integrated Care Management (ICM) services for payers and ACOs provides CKD and ESRD population
health management delivered by a team of dedicated and highly skilled nurses who support patients both in the field and
over the phone. These nurses use VillageHealth's industry- leading renal decnsnon support and risk stratification software to

manage a patient's coordinated needs.
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Since 1996, VillageHealth has innovated to become the country's largest renal National Committee for Quality Assurance
(NCQA)-accredited disease management program. ICM partners with patients, providers and care team members, focusing
on the root causes of unnecessary hospitalizations such as unplanned dialysis starts, infection, fluid overload and medication

management.

improved clinical outcomes and reduced hospital readmission rates have contributed to improved quality of life for patients.
VillageHealth ICM has delivered up to a 15 percent reduction in non-dialysis medical costs for ESRD patients. Applied to our
managed ESRD population, this represents an annual savings of more than $30 milfion.

Winners of the “Case In Point" Platinum Awards were announced May 5, 2014, at the Gaylord National Resort and
Convention Center in National Harbor, Maryland.

DaVita and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc.

About DaVita Kidhey Care .
DaVita Kidney Care is a division of DaVita HealthCare Partners Inc., a Fortune 500® company that, through its operating

divisions, provides a variety of health care services to patient populations throughout the United States and abroad. A
leading provider of dialysis services in the United States, DaVita Kidney Care treats patients with chronic kidney failure and
end stage renal disease. DaVita Kidney Care sfrives to improve patients’ quality of life by innovating clinical care, and by
offering integrated treatment plans, personalized care teams and convenient health-management services. As of March 31,
2014, DaVita Kidney Care operated or provided administrative services at 2,098 outpatient dialysis centers located in the
United States serving approximately 165,000 patients. The company also operated 75 outpatient dialysis centers located in
10 countries outside the United States. DaVita Kidney Care supports numerous programs dedicated to creating positive,
sustainable change in communities around the world. The company's [eadership development initiatives and social
responsibility efforts have been recognized by Fortune, Modern Healthcare, Newsweek and WorldBlu. For more information,
please visit DaVita.com.

Contact Information
Media:

Ginger Pelz

(303) 876-6611

ginger pelz@davita.com

Logo - http://photos.prnewswire.com/prnh/20140303/L A75036L.0G0O-b

SOURCE DaVita
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DaVita's Teammate-Focused Culture Gains National and Local Awards
DaVita receives LearningElite, WorldBilu and Top Workplaces honors

DENVER, April 16, 2014 /PRNewswire-USNewswire/ -- DaVita, a division of DaVita HealthCare Partners Inc. (NYSE: DVA)
and a leading provider of kidney care services, today announced it received three major national and local awards for its
focus on its teammates: WorldBlu Most Democratic Workplaces, Top Workplaces Colorado and LearningElite Silver.

®

"At DaVita, we care for our teammates with the same passion.and intensity that goes into the care of our patients and
communities in which we operate," said Javier Rodriguez, CEO of DaVita Kidney Care. "Inspired teammates who continue to

grow personally and professionally are engaged and take better care of our patients.”

e DaVita appeared on WorldBlu's list of most democratic workplaces for the seventh consecutive year. To compile the
list, WorldBlu conducts a survey of organizations' teammates to determine the ievel of democracy practiced.

e WorkplaceDynamics recognized DaVita as one of the top workplaces in Colorado for the third year in a row.
WorkplaceDynamics bases its selections on employee input.

e Finally, DaVita was also named a Silver LearningElite organization for 2014 by Chief Leamning Officer magazine.

Lauded for creating and implementing exemplary teammate development practices that deliver measurable business
value, DaVita HealthCare Partners ranked No. 29 in a record-breaking field of more than 200 companies that applied.

DaVita and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc.

About DaVita HealthCare Partners

DaVita HealthCare Partners, a Fortune 500® company, is the parent company of DaVita Kidney Care and HealthCare
Partners. DaVita Kidney Care is a leading provider of kidney care in the United States and abroad, delivering dialysis
services to patients with chronic kidney failure and end stage renal disease. As of Dec. 31, 2013, DaVita Kidney Care
operated or provided administrative services at 2,074 outpatient dialysis centers in the United States serving approximately
168,000 patients, and at 73 centers in 10 countries outside of the United States. HealthCare Partners® manages and
operates medical groups and affiliated physician networks in California, Nevada, Florida, Arizona and New Mexico in its
pursuit to deliver excellent-quality heaith care in a dignified and compassionate manner. As of Dec. 31, 2013, HealthCare
Partners provided integrated care management for approximately 765,000 managed care patients. For more information,
please visit DaVitaHealthCarePartners.com.

Contact Information

Media:

Vince Hancock
720-413-1020
Vince:Hancock@DaVita.com

Logo - hitp://photos.prnewswire.com/prnh/20140303/LA75036LOGO-b

SOURCE DaVita HealthCare Partners
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FORTUNE Magazine Names DaVita Among Most Admired Companies for Ninth Consecutive Year

DENVER, March 5, 2014 /PRNewswire-USNewswire/ -- DaVita, a division of DaVita HealthCare Partners Inc. (NYSE: DVA)

' and a leading provider of kidney care services, has been recognized as one of FORTUNE® Magazine's Most Admired
Companies in 2014. This marks the fifth consecutive year DaVita has been ranked no. 1 in innovation for health care facilities
and the ninth consecutive year DaVita has earned the honor as one of the World's Most Admired Companies by FORTUNE.

DaVita ranked first overall among health care facilities and was the second highest-rated company in Colorado.

"Being recognized by FORTUNE for the ninth consecutive year is a huge honor," said Kent Thiry, co-chairman and CEO of
DaVita HealthCare Partners. "This affirms our belief that putting the quality of life of our patients and teammates first makes a
difference as we strive to be a top innovator in health care.”

FORTUNE surveys company executives, board members and industry analysts to compile its rankings. Within the heaith care
facility industry, DaVita was top-ranked in innovation, social responsibility and quality of products and services. The other
categories used to determine scores were people management, use of corporate assets, quality of management, financial

soundness, long-term investment and global competitiveness.

The FORTUNE World's Most Admired Companies list includes organizations such as Amazon, Apple and Johnson &
Johnson. To see the full list of 2014 FORTUNE World's Most Admired Companies, visit
http://money.cnn.com/magazines/fortune/most-admired/2014/list/?iid=wmat4 sp full.

DaVita and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc.

About DaVita
DaVita is the dialysis division of DaVita HealthCare Partners Inc., a Fortune 500® company that, through its operating

divisions, provides a variety of health care services to patient populations throughout the United States and abroad. A leading
provider of kidney care in the United States, DaVita delivers dialysis services to patients with chronic kidney failure and end
stage renal disease. DaVita strives to improve patients' quality of life by innovating clinical care, and by offering integrated
treatment plans, personalized care teams and convenient health-management services. As of Dec. 31, 2013, DaVita operated
or provided administrative services at 2,074 outpatient dialysis centers located in the United States serving approximately
163,000 patients. The company also operated 73 outpatient dialysis centers located in ten countries outside the United States.
DaVita supports numerous programs dedicated to creating positive, sustainable change in communities around the world. The
company's leadership development initiatives and social responsibility efforts have been recognized by Fortune, Modern
Healthcare, Newsweek and WorldBlu. For more information, please visit DaVita.com.

Contact Information

Media:

Justin Forbis
303-876-7496
Justin.Forbis@davita.com

SOURCE DaVita Inc.
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DaVita Gives $1.2 Million to Nonprofits Across the US _
DaVita Way of Giving Gives Teammates Opportunity to Make a Difference

DENVER--(BUSINESS WIRE)--Feb. 10, 2014-- DaVita, the kidney care division of DaVita HealthCare Partners Inc. (NYSE:
DVA) and a leading provider of kidney care services, announced that its teammates donated $1.2 million to charities in more
than 1,100 communities across the United States as part of the “DaVita Way of Giving.”

For the third year in a row, DaVita teammates in centers across the U.S. democratically chose local charities to support as
part of the DaVita® Way of Giving, the company's locally focused charitable giving initiative that helps 501(c)(3) non-profit
organizations grow and thrive. Charities included relief organizations, animal shelters, food banks, children’s organizations,

crisis centers, health clinics and many more.

“At DaVita, we believe taking care of one another — both at our dialysis centers and in the greater community — is vital to our
growth and well-being as a company,” said Steve Priest, DaVita's chief wisdom officer. “As a community first, and a company
second, we strive to make a difference in the welfare of the communities where we live and work.”

As a part of the DaVita Way of Giving, DaVita centers across the nation also contributed $25,000 to Typhoon Haiyan relief
efforts through the American Red Cross. The Red Cross continues to distribute much-needed supplies and support, while
continually assessing the needs of those most affected.

In addition to monetary donations, many teammates also volunteered their time to help these charities through community
sefvice projects — known internally as Village Service Days. Projects included holiday parties for children and food drives,
among others.

DaVita is committed to improving the quality of life for those diagnosed with chronic kidney disease and is dedicated to
spreading ripples of citizen leadership through its Trilogy of Care - Caring for Our Patients, Caring for Each Other and Caring
for Our World. '

For more information about DaVita's community engagement efforts, please visit DaVita.com/CommunityCare.

DaVita and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc. All other
trademarks are the property of their respective owners.

About DaVita

DaVita is the dialysis division of DaVita HealthCare Partners Inc., a Fortune 500® company that, through its operating
divisions, provides a variety of health care services to patient populations throughout the United States and abroad. A leading
provider of kidney care in the United States, DaVita delivers dialysis services to patients with chronic kidney failure and end
stage renal disease. DaVita strives to improve patients’ quality of life by innovating clinical care, and by offering integrated
treatment plans, personalized care teams and convenient health-management services. As of Sept. 30, 2013, DaVita
operated or provided administrative services at 2,042 outpatient dialysis centers located in the United States serving
approximately 166,000 patients. The company also operated 66 outpatient dialysis centers tocated in 10 countries outside the
United States. DaVita supports numerous programs dedicated to creating positive, sustainable change in communities around
the world. The company’s leadership development initiatives and social responsibility efforts have been recognized by
Fortune, Modern Healthcare, Newsweek and WorldBlu. For more information, please visit DaVita.com.

Source: DaVita

Media:

Davita -
David Gilles, 303-876-7497

David.Gilles@DaVita.com
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DaVita Delivers First-of-its-Kind Dialysis Treatment in the U.S.

Hemodiafiltration Trial Launches in Colorado Springs

DaVita Kidney Care, a division of DaVita HealthCare Partners Inc. (NYSE: DVA) and a leading provider of kidney care
services, today announced it is now delivering hemodiafiltration treatments to select patients in Cotorado Springs as part of a
six-month trial program. This marks the first delivery of hemodiafiltration in the United States.

Hemodiafiltration differs from hemodialysis — the country's most common dialysis method — in that hemodiafiltration
incorporates the standard hemodialysis process but adds an extra step designed to remove even larger toxin particles,
thereby further cleansing a patient's blood. Hemodiafiltration is commonly practiced in Europe but until recently there was no
FDA approved device for use in the U.S.

"At DaVita, we are always evaluating ways to improve patient outcomes and experience during dialysis treatments," said
Shaun Collard, vice president of clinical operations at DaVita. "We are excited to have the opportunity to be the first U.S.

provider to evaluate this treatment.”

The evaluation will be performed at DaVita's North Colorado Springs Clinic over a period of six months. During this period
DaVita clinical experts will determine whether there are improved outcomes of dialysis treatment and patient quality of life

compared to those associated with hemodialysis.

"DaVita has a culture of clinical innovation which has driven second-to-none patient outcomes throughout the country,” said
Dr. Robert Provenzano, M.D., FACP, vice president in DaVita's Office of the Chief Medical Officer. "We are constantly
evaluating the efficacy of kidney care treatments and hemodiafiltration has shown potential benefits internationally.”

This evaluation supports DaVita's commitment to clinical leadership. DaVita has improved clinical outcomes for the past 14
consecutive years, benefits of which include fewer hospitalizations, significant savings to taxpayers and a better quality of life
for patients.

DaVita and DaVita HealthCare Partners are trademarks or registered trademarks of DaVita HealthCare Partners Inc.

About DaVita Kidney Care

DaVita Kidney Care is a division of DaVita HealthCare Partners Inc., a Fortune 500® company that, through its operating
divisions, provides a variety of health care services to patient populations throughout the United States and abroad. A
leading provider of dialysis services in the United States, DaVita Kidney Care treats patients with chronic kidney failure and
end stage renal disease. DaVita Kidney Care strives to improve patients’ quality of life by innovating clinical care, and by
offering integrated treatment plans, personalized care teams and convenient heaith-management services. As of March 31,
2014, DaVita Kidney Care operated or provided administrative services at 2,098 outpatient dialysis centers located in the
United States serving approximately 165,000 patients. The company also operated 75 outpatient dialysis centers located in
10 countries outside the United States. DaVita Kidney Care supports numerous programs dedicated to creating positive,
sustainable change in communities around the worid. The company's leadership development initiatives and social
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responsibility efforts have been recognized by Fortune, Modern Healthcare, Newsweek and WorldBlu. For more information,
please visit DaVita.com.

Contact Information
Media:

Ginger Pelz
303-876-6611
Ginger.Pelz@DaVita.com

Logo - hitp://ohotos.prnewswire.com/prnh/20140303/LA75036LOGO-b

SOURCE DaVita
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Da/f ta.

Kathryn Olson
Chair

Illinois Health Facilities and Services Review Board

525 West Jefferson Street, 2nd Floor
Springfield, lllinois 62761

Dear Chair Olson:

@ HealthCare Partners.

2000 16" Street
Denver, Colorado 80202
www.davita.com

| hereby certify under penalty of perjury as provided in § 1-109 of the lllinois Code of Civil Procedure, 735
ILCS 5/1-108 that no adverse action as defined in 77 IAC 1130.140 has been taken against any in-center dialysis
facility owned or operated by DaVita HealthCare Partners Inc. or Cagles Dialysis, LLC in the State of Illinois during

the three year period prior to filing this application.

Additionally, pursuant to 77 Ill. Admin. Code § 1110.230(a){3)(C), | hereby authorize the Health Facilities

and Services Review Board (“HFSRB”) and the Illinois Department of Public Health (“IDPH") access to any

documents necessary to verify information submitted as part of this application for permit. | further authorize
HFSRB and IDPH to obtain any additional information or documents from other government agencies which HFSRB
or IDPH deem pertinent to process this application for permit.

Print Name: Arturo Sida
Its: Assistant Corporate Secretary
DaVita HealthCare Partners Inc.

Subscribed and sworn to me

¢

This ___ day of

Notary Pdblic

2000 16th Street, Denver, CO 80202 | P (303) 876-6462

]

F (310) 866-609-2855

87

DaVitaHealthCarePartners.com
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California All-Purpose Acknowledgment 2008 Code Section 1189 Compliant

State of California
County of Los Angeles

On April 3,2014 before me, Kimberly Ann K. Burgo, Notary Public
(here insert name and titie of the officer)

personally appeared Arturo Sida

who proved to me on the basis of satisfactory evidence to be the person(s) whose name(s) is/are subscribed to
the within instrument and acknowledged to me that he/she/they executed the same in his/her/their authorized
capacity(ies), and that by his/her/their signature(s) on the instrument the person(s), or the entity upon behalf of
which the person(s) acted, executed the instrument.

| certify under PENALTY OF PERJURY under the laws of the State of California that the foregoing paragraph is
true and correct.

WITNESS my hand and official seal.

sonaore ST finn. W a5
Cj 4

Notary Public- California ®
Los Angeles County
Comm. Expires Jan 25, 2018

(Seal)

OPTIONAL INFORMATION

Law does not require the information below. This information could be of great value to any person(s) relying on this document
and could prevent fraudulent and/or the reattachment of this document to an unauthorized document(s)

DESCRIPTION OF ATTACHED DOCUMENT
Title or Type of Document: _Secretary's Certificate - Lir to K. Olson

Document Date; APril 3, 2014 Number of Pages: _°ne (1)
Signer(s) if Different Than Above:; _ No
Other Information:

CAPACITY(IES) CLAIMED BY SIGNER(S)
Signer's Name(s): Arturo Sida

O Individual
Corporate Officer

(Title(s))
O Partner
O Attorney-in-Fact
O Trustee
O Guardian/Conservator
& Other: Assistant Corporate Secretary

SIGNER IS REPRESENTING:

Name of Person(s) or Entity(jes): _Cagles Dialysis, LLC

© 2008 Notary Public Seminars www.notarypublicsemine=~ ~~—
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Section lll, Background, Purpose of the Project, and Alternatives — Information Requirements
Criterion 1110.230(b) — Background, Purpose of the Project, and Alternatives

Purpose of Project

1. The purpose of the project is to improve access to life sustaining dialysis services to the residents
of the Chicago Ridge community where there is a need for 86 additional dialysis stations. Based
upon the ESRD Utilization Data reported to the IDPH for the quarter ending March 31, 2014, the
average utilization for facilities within 20 minutes of the proposed facility was 76%, WhICh is just

under the State standard.

This is not surprising given the immense size of the facility’s proposed medical director's practice.
Dr. Sreya Pallath’s practice, J.R. Nephrology & Associates, P.C. is treating 1,084 Stage 3, 4 and
5 CKD patients, an increase of 293 patients, or 37.0%, since previously filing this application.
Nearly all of these patients reside within 30 minutes normal travel time of the proposed facility. In
fact, 179 Stage 4 and 5 CKD patients reside within 20 minutes of the proposed facility, an
increase of 42 Stage 4 and 5 patients (or 30.7%), from our earlier application. See Appendix 1.
Conservatively, based upon attrition due patient death, transplant, return of function, or
relocation, Dr. Pallath anticipates that approximately 113 of these patients will initiate dialysis at
the proposed facility within 12 to 24 months following project completion. (113 is an increase of
26 patients, or 29.9%, from the previous application.)

This facility is necessary to provide sufficient access to care for these CKD patients. Dr. Pallath’s
practice is currently treating ESRD patients at Stony Creek Dialysis, West Lawn Dialysis, and
Beverly Dialysis, which are collectively operating at 89.5% utilization. As a result, without
operating a fourth shift, these facilities cannot accommodate Dr. Pallath's already farge, and
growing, patient-base. This, coupled with high utilization in the service area, supports the need
for a new 16-station facility.

The establishment of a 16-station dialysis facility will improve access to necessary dialysis
treatment for those individuals in the Chicago Ridge community who suffer from ESRD. ESRD
patients are typically chronically ill individuals and adequate access to dialysis services is
~essential to their well-being.

2. A map of the market area for the proposed facility is attached at Attachment — 12A. The market
area encompasses an approximate 15 mile radius around the proposed facility. The boundaries
of the market area of are as follows:

North approximately 30 minutes normal travel time to Bellwood, IL

Northeast approximately 30 minutes normal travel time to 79" St & 1-94, Chicago, IL
East approximately 30 minutes normal travel time to 103" St & 1-94, Chicago, IL
Southeast approximately 30 minutes normal travel time to South Holland, 1L

South approximately 30 minutes normal travel time to Matteson, IL

Southwest approximately 30 minutes normal travel time to Lockport, IL

West approximately 30 minutes normal travel time to Bolingbrook, IL

Northwest approximately 30 minutes normal travel time to Downers Grove, IL

The purpose of this project is to improve access to life sustaining dialysis to residents of the
community of Chicago Ridge and the immediately surrounding areas. As discussed more fully
above, there is not sufficient capacity within the GSA to accommodate all of Dr. Pallath’s

projected referrals.

3. The minimum size of a GSA is 30 minutes; however, most of the patients reside within the
immediate vicinity of the proposed facility. The proposed facility is located in Worth, IL on the
immediate border of the City of Chicago Ridge. The surrounding community is comprised of

Attachment — 12
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approximately 30% African American and 25% Hispanic residents. Diabetes and hypertension
(high blood pressure) are the two leading causes of CKD and ESRD." Due to socioeconomic
conditions, these populations exhibit a higher prevalence of obesity, which is a driver of diabetes
and hypertension. Hispanic and African Americans are at an increased risk of ESRD compared
to the general population due to the higher prevalence of these conditions in the Hispanic and
African Ameri¢an communities. In fact, the ESRD incident rate among the Hispanic population is
1.5 times greater than the non-Hispanic population, and the ESRD incident rate among African
Americans is 3.6 times greater than the non-Hispanic white population. See Attachment — 12B.
This, coupled with the aging population, is expected to increase utilization. As shown in Appendix
1, the projected referrals by Dr. Pallath confirm this. Dr. Pallath expects approximately 113 of the
current CKD patients to require dialysis within the next 12 to 18 months.

4. Saurce Information

filinois Heailth Facilities and Services Review Board, Update to Inventory of Other Health Services
(April 23, 2014) available at http://hfsrb.iIIinois.gov/hfsrbinvent__data.htm (last visited May 13,

2014).

u.s. Census Bureau, American FactFinder, Fact Sheet, available at
http://factfinder2.census.gov/faces/nav/jsf/pages/index.xhtml (last visited May 13, 2013). '

US Renal Data System, USRDS 2013 Annual Data Report: Atlas of Chronic Kidney Disease and
End-Stage Renal Disease in the United States, National Institutes of Health, National institute of
Diabetes and Digestive and Kidney Diseases, Bethesda, MD; 2013.

US Renal Data System, USRDS 2011 Annual Data Report: Atlas of Chronic Kidney Disease and
End-Stage Renal Disease in the United States, Bethesda, MD: National Institutes of Health,
National Institute of Diabetes and Digestive and Kidney Diseases; 2011

5 The proposed facility will improve access to dialysis services to the residents Chicago Ridge
community and the surrounding area by establishing the proposed facility. Given the increasing
size of Dr. Pallath’s patient-base, this facility is necessary to ensure sufficient access to dialysis
services in this community.

6. The Applicants anticipate the proposed facility will have quality outcomes comparable to its other
facilities. Additionally, in an effort to better serve all kidney patients, DaVita believes in requiring
all providers measure outcomes in the same way and report them in a timely and accurate basis
or be subject to penalty. There are four key measures that are the most common indicators of
quality care for dialysis providers - dialysis adequacy, fistula use rate, nutrition and bone and
mineral metabolism. Adherence to these standard measures has been directly linked to 15-20%
fewer hospitalizations. On each of these measures, DaVita has demonstrated superior clinical
outcomes, which directly transiated into 7% reduction in hospitalizations among DaVita patients,
the monetary result of which is more than $1.5 billion in savings to the health care system and the
American taxpayer from 2010 - 2012.

' Michael F. Flessner, M.D., PhD et al., Prevalence and Awareness of CKD Among African Americans:
The Jackson Heart Study, 53 Am. J. Kidney Dis. 183, 238-39 (2009), available at
http://www.ajkd.org/article/S0272-6386(08)01575-8/fulltext (last visited Oct. 5, 2011).
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Abstract

Hispanics are the fastest growing minority group in the United States. The incidence of end-stage
renal disease (ESRD) in Hispanics is higher than non-Hispanic Whites and Hispanics with chronic
kidney disease (CKD) are at increased risk for kidney failure. Likely contributing factors to this
burden of disease include diabetes and metabolic syndrome, both are common among Hispanics.
Access to health care, quality of care, and barriers due to language, health literacy and
acculturation may also play a role. Despite the importance of this public health problem, only
limited data exist about Hispanics with CKD. We review the epidemiology of CKD in US

_Hispanics, identify the factors that may be responsible for this growing health problem, and
suggest gaps in our understanding which are suitable for future investigation.

Keywords
Chronic Kidney Disease; Hispanics; Health Care Disparities
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Introduction

Between 2004 and 2005, the number of Hispanic in the United States grew by 3.6 percent to
reach a total of 42.7 million (representing nearly 15% of the total US population), making
this the fastest growing segment of the population in the country.! A large increase has also
occurred in the Hispanic end stage renal disease (ESRD) population. According to United
States Renal Data System (USRDS), in 2005, there were 12,000 new cases of ESRD treated
with dialysis or transplant in Hispanics, representing an increase of 63% since 1996.
Hispanics have an incidence rate of ESRD which is 1.5 times greater than for non-Hispanics
Whites.2 This increase in ESRD cases not only translates into an increased burden to our
health care system, but also emphasizes the importance of better understanding risk factors

Address correspondence and reprint requests to Claudia M. Lora, MD: Scetion of Nephrology; Department of Medicine; University of
Mlinois at Chicago; 820 South Wood Street (M/C 793); Chicago, Illinois 60612-7315; 312-996-6736; 312-996-7378 (fax);

Cloral @uic.edu.
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Methods

Page 2

for chronic kidney disease (CKD) in Hispanics. [n this review, we examine the
epidemiology of CKD in US Hispanics, explore potential reasons for this growing public
health problem, and highlight potential areas for future research.

We performed a qualitative review of the literature utilizing a PubMed search for the
following keywords: chronic kidney disease, Hispanics, Latinos, end stage renal disease,
diabetes, dialysis, transplantation, and health care disparities. In addition, we reviewed data
from the USRDS%3 and the Organ Procurement and Transplantation Network.* For the
purpose of this review, the term Hispanic ethnicity refers to all persons of Latin American
origin living in the United States, unless indicated otherwise. Hispanics are culturally,
socioeconomically, and genetically heterogeneous and represent a wide variety of national
origins and social classes.® In terms of ancestry, US Hispanics originate from three
populations: European settlers, Native Americans, and West Africans. The breakdown for
the US Hispanic population is as follows: 64% Mexican, 9% Puerto Rican, 3.5% Salvadoran
and 2.7% Dominican.! The remainder is of Central American, South American or other
Hispanic or Latino origin.

Epidemiology of CKD in Hispanics

Glomerular filtration rate (GFR) estimating equations have been used to determine the
prevalence of CKD in the United States. The abbreviated Modification of Diet in Renal
Disease (MDRD) equation has been considered to be the most accurate available estimating
equation for GFR and has been used widely in the literature and by a growing number of
clinical laboratories.® Though the equation has been demonstrated to have validity across a
spectrum of different subgroups,’ there are no data regarding its validity in Hispanics. This
is a relevant concern because the serum creatinine concentration, which is used in the
MDRD equation to calculate estimated GFR (eGFR), has been demonstrated to differ by
racial/ethinic groups. In an analysis of scrum creatinine levels in the National Health and
Nutrition Examination Survey (NHANES) ITI, Mexican Americans had lower mean serum
creatinine levels than non-Hispanic Whites or non-Hispanic Blacks.® The reasons for these
differences are unknown. Similarly, a recent NHANES analysis of serum cystatin C, a
potentially more sensitive marker of early kidney dysfunction than serum creatinine,
reported lower levels of cystatin C in Mexican Americans compared with other racial/ethnic
groups studied .’ These differences in the distribution of serum creatinine and cystatin C
levels in Hispanics reinforce the importance of rigorously evaluating the accuracy of GFR
estimating equations in Hispanics. !

Incidence and Prevalence of CKD in Hispanics
Mild to Moderate CKD

Information regarding carlier stages of CKD in Hispanics is limited. Several investigators
have reported a higher prevalence of microalbuminuria in Hispanics compared with non-
Hispanic Whites.!'~13 In contrast to these findings, a recent analysis of NHANES III data
suggests that the prevalence of CKD may be lower in Mexican Americans than in non-
Hispanic Whites or non-Hispanic Blacks. In an analysis of NHANES III, moderately
decreased kidney function (eGFR 30-59 mL/minute/1.73 m?) was most prevalent among
non-Hispanic Whites (4.8%) and non-Hispanic Blacks (3.1%) and least prevalent in
Mexican Americans (1.0%).!'4 Between NHANES 1988 to 1994 and 1994 to 2004, the
prevalence of CKD rose among Mexican Americans but continued to be lower than that
observed in non-Hispanic Whites and Blacks.!5

Etha Dis. Author manuscript; available in PMC 2013 March 04,
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These data are not consistent with the higher prevalence rates of ESRD in Hispanics. One
potential explanation is that Hispanics have a higher risk of ESRD because of more rapid
progression of CKD after its onset, rather than simply a larger pool of individuals with
CKD. The findings could also be related to methodological issues related to the sample size
or sampling bias. Furthermore, as discussed earlier, the validity of the MDRD equation has
not been established in Hispanics and utilizing the equation in Hispanics could be an
important potential source of error. Lastly, NHANES includes only Mexican Americans and
these findings may not be generalizable to other Hispanic subgroups.

End Stage Renal Disease (ESRD)

1t is well established that Hispanics have a higher prevalence of ESRD than non-Hispanic
Whites. The increased prevalence of treated ESRD in Hispanics was first recognized in the
1980s. Using data from the state of Texas, Mexican Americans were found to have an
excess of ESRD compared with non-Hispanic Whites with an incidence ratio of 3.16 For
diabetic ESRD, Mexican Americans had an incidence ratio of 6 compared with non-
Hispanic Whites. The first study at a national level analyzed male Hispanics identified in
Medicare ESRD program data files. Using common Spanish surnames to identify cases, it
was found that Hispanics developed ESRD at a younger age than non-Hispanic Whites; and
between 1980 and 1990, ESRD incidence rates increased more for Hispanics.” In 1995, the
USRDS began to acquire data regarding Hispanic ethnicity. In 2006, the adjusted incidence
rate for ESRD in Hispanics was 1.5 times higher than for non-Hispanic Whites.?
Furthermore, between 1996 and 2005, the incidence rate for Hispanics increased by 63%.2
In contrast, Burrows et al examined trends in age-adjusted ESRD rates and reported that the
age-adjusted ESRD rate in Hispanics decreased by approximately 15%, from 2000 to 2005
(530.2 vs 448.9).'8 However, there was an overall increase in the age-adjusted incidence
rates in Hispanics in 2005 as compared with 1995 (448.9 vs 395.0). It is apparent that a
longer period of follow-up time is needed to better characterize trends. The leading causes of
ESRD requiring dialysis in Hispanics and non-Hispanic Whites are described in Table 1.
Diabctes accounts for 59% of prevalent cases of ESRD in Hispanic compared with 39% of

cases in non-Hispanic Whites.? Unfortunately, data regarding causes of ESRD by Hispanic
subgroup are not available.

yduosnue JouIny Yd-HIN
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The incidence and severity of diabetes are important factors in the excessive incidence of
diabetic ESRD observed in Hispanics. The prevalence of diabetes in Hispanics has been
estimated to be approximately 1.5 to 3 times that seen in the non-Hispanic White population
and its incidence is rising.!® Moreover, Hispanics have been found to have lower rates of
glucose self-monitoring and poorer glycemic control compared with non-Hispanic Whites.20
Hispanics with diabetes may be at increased risk to develop diabetic nephropathy. Mexican
American diabetics in San Antonio, Texas had a higher prevalence of proteinuria than non-
Hispanic White diabetics from Wisconsin.2! However, no such difference was observed in
the San Luis Valley.22 The importance of non-diabetic CKD in Hispanics is not completely
understood. Though hypertension is less prevalent in Hispanics, Mexican Americans had the
highest rate of uncontrolled hypertension in NHANES 111.23 Data from Texas and the
USRDS demonstrate a higher incidence of ESRD due to hypertension in Hispanics than in
non-Hispanic Whites.16-24

Progression of CKD in Hispanics

Only limited information is available regarding progression rates and risk factors for CKD in
Hispanics. In a multivariable retrospective analysis of a cohort of 263 type 2 diabetic ESRD
patients, Mexican ethnicity and female sex were found to hasten the decline of rcnal
function.23 A post hoc analysis of the Reduction of Endpoints in NIDDM with the
Angiotensin 11 Antagonist Losartan Study (RENAAL) found that Hispanics had the highest

3duosnue JORNY d-HING
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risk for ESRD compared with Blacks and Whites.26 However, the majority of Hispanics in
this study were from Latin American countries and therefore, the findings may not be
applicable to US Hispanics. A recent analysis of patients enrolled in Kaiser Permanente of
Northern California, a large integrated healthcare delivery system, has clarified the risk of
ESRD in US Hispanics with CKD.?7 In 39,550 patients with stage 3 to 4 CKD, Hispanic
ethnicity was associated with almost a two-fold increased risk for ESRD when compared
with non-Hispanic Whites. This increased risk was attenuated to 33% after adjustment for
diabetes, medication use, and other characteristics. Thus, the risk for progression to ESRD in
Hispanics is only partially explained by diabetes.

Even less is known about progression rates and risk factors for non-diabetic CKD in
Hispanics. Some reports suggest that certain glomerular diseases may be more severe and
progress more often in Hispanics than in non-Hispanic Whites.28-3 In a recent examination
of rates of progression in 128 patients with proliferative lupus nephritis, Barr et al. found
that Hispanic ethnicity was independently associated with progression of CKD.3% Another
study examining patients with lupus found that Texan-Hispanic ethnicity was more likely to
be associated with nephritis than Puerto Rican ethnicity.3' This suggests that outcomes can
vary by Hispanic subgroup.

US Hispanics have been poorly represented in large prospective CKD studies. The ongoing
NIDDK-sponsored Hispanic Chronic Renal Insufficiency Cohort Study (HCRIC) is
investigating risk factors for CKD and cardiovascular disease (CVD) progression in a cohort
of 326 Hispanics with CKD. This study is based at the University of Illinois at Chicago and
is an ancillary study to the NIDDK-sponsored CRIC Study.3?

Metabolic Syndrome and CKD

Recent analyses of NHANES I11 data found that metabolic syndrome affects over 47 million
Americans and that the problem is more pronounced in Hispanics.33-34 Mexican Americans
have the highest age-adjusted prevalence of metabolic syndrome (31.9%) compared with
non-Hispanic Whites (23.8%) and Blacks (21.6%).33 There is now emerging evidence
supporting a relationship between metabolic syndrome and CKD.35-38 In a prospective
cohort study of Native Americans without diabetes, metabolic syndrome was associated
with an increased risk for developing CKD.3? In non-diabetic subjects with normal kidney
function enrolled in the Atherosclerosis Risk in Communities Study (ARIC), investigators
found an adjusted odds ratio of developing CKD in participants with metabolic syndrome of
1.43 compared with participants who did not have the syndrome.3® These data suggest that
metabolic syndrome could be an important factor in the Hispanic CKD population.

Disparitiés in Health Care and Prevalence and Progression of CKD

The importance of healthcare disparities in CKD has received increased recognition,¢ but
little is known regarding the impact of healthcare disparities on health outcomes in
Hispanics with CKD. It is well substantiated that there are considerable disparities in health
care for Hispanics.?? According to a report by the Commonwealth Fund, nearly two-thirds
(65%) of working-age Hispanics with low incomes were uninsured for all or part of the year
in 2000.4! Using NHANES 111 data, Harris evaluated healthcare access and utilization, and
health status and outcomes for patients with type 2 diabetes.2? Mexican Americans below
age 65 years had lower rates of health insurance coverage than non-Hispanic Whites and
Blacks (66% vs 91% and 89%, respectively). Furthermore, Mexican Americans with private
insurance or a high school education or more were more likely to have normoalbuminuria.0
The quality of care received by Hispanics may also play a role in the progression of kidney
disease. Hispanics with diabetes are less likely to report having had a foot exain or
glycosylated hemoglobin testing.*> As noted earlier, Mexican American in NHANES 111 had
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the highest rate of uncontrolled hypertension.23 Lastly, Ifudu ct al reported that non-Whites,
including Hispanics, are more likely to receive a late referral to a nephrologist for CKD
management.*3 This study was limited by the low number of Hispanics in the analysis.
These findings suggest that quality of care may play a role in the high prevalence of ESRD
in this population.

Patient-centered factors may play a particularly important role for Hispanics include
language, health care literacy, acculturation, social support, and trust in healthcare providers.
Hispanics who are recent immigrants face a number of potential barriers to health care,
including lack of familiarity with the healthcare system and language barriers. Spanish-
speaking Hispanics are less likely to be insured, have access to care and use preventive
health services.*!** Trust in the healthcare system is another important factor because it has
been found to be significantly related to adherence.*® Doescher et al found that Hispanics
reported significantly less trust in their physician than non-Hispanic Whites.* Finally,
social support, defined as resources provided by a network of individuals or social groups,
has been found to have direct effects on health status and health service utilization 4’ There
have been no published studies to date focusing on patient-centered factors in Hispanics
with CKD. However, it seems reasonable to speculate that these factors amplify CKD and
associated CVD risk.

Cardiovascular Disease in Hispanics with ESRD and Earlier Stages of CKD

Several studies have found that Hispanics may have lower all-cause and CV mortality rates
than non-Hispanic Whites.*3-30 The term, Hispanic paradox, has been used to describe the
lower than expected mortality rates despite the increased incidence of diabetes and obesity,
lower socioeconomic status, and barriers to health care.>! A number of explanations have
been proposed, including socio-cultural factors, ethnic misclassification, incomplete
ascertainment of deaths, and the healthy migrant effect.’¢-52 In the ESRD population,
Hispanics. Blacks, and Asians have a lower risk of death than non-Hispanic Whites,
regardiess of diabeies status.2*5333 I a receni analysis of a national, random sample of
hemodialysis patients, Hispanics had an adjusted 12-month mortality risk that was 25%
lower than non-Hispanic Whites.33 The reasons for the lower ESRD mortality rates are not
completely understood, but differences in survival have been noted among Hispanic
subgroups with Mexican-Americans, Cuban Americans and Hispanic-other having an
increased survival advantage compared with Puerto Rican Americans.>® These findings
suggest that sociocultural or genetic differences may play a role in these lower ESRD
mortality rates and demonstrating the importance of examining health outcomes in
subgroups of Hispanics.

Less is known regarding CVD risk and disease in Hispanics with earlier stages of CKD. An
analysis of mortality rates of adults with CKD in NHANES found no difference in CVD or
all-cause mortality in Mexican Americans compared with non-Hispanic whites.?” In
contrast, Hispanic veterans with diabetic CKD experienced a lower 18-month mortality rate
than non-Hispanic Whites.>® Though Hispanics in Kaiser Permanente of Northern California
had an increased rate of ESRD, Hispanic ethnicity was associated with 29% lower adjusted
mortality rate and 19% lower adjusted rate of CVD events as compared with non-Hispanic
Whites, even after accounting for major cardiovascular risk factors, comorbidities and use of
preventative therapies.?” Again, the reasons for these differences are not known.

Ethn Dis. Author manuscript; available in PMC 2013 March 04.
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End-State Renal Disease Care in US Hispanics

Dialysis

Analysis of USRDS data reveals that Hispanics are 1.47 times more likely than non-
Hispanic Whites to have late initiation of dialysis.>® At the start of dialysis, Hispanics tend
to have slightly lower hematocrit levels and are 13% less likely to be on erythopoeisis
stimulating agents compared with non-Hispanic Whites.?? An analysis of a random sample
of Medicare eligible adults on hemodialysis in 1997 revealed that, compared with non-
Hispanic Whites, Hispanics on hemodialysis are more likely to be female, younger, and
have diabetes.®! Hispanics tend to have higher albumin levels and similar hematocrit levels
compared to non-Hispanic Whites >3.61.62

Little is known about ESRD care in the United State for unauthorized immigrants. Of the
11.8 million unauthorized immigrants in the United States, more than 8.46 million are
Hispanic.53 The incidence rate for ESRD for this population is unknown. Many of these
undocumented aliens do not receive systematic care before initiation of dialysis. The quality
and availability of pre-ESRD care for unauthorized immigrants has not been systematically
studied. A small study of undocumented ESRD patients initiating dialysis in New York City
found that these patients had higher serum creatinine concentration and lower eGFR, higher
systolic blood pressure, and greater costs for the hospitalization associated with the initiation
of dialysis.®* However, a limitation of this study was that it only included 33 Hispanics. An
important issue regarding the dialysis of unauthorized immigrants is the compensation for
dialysis, which varies by individual state and may limit the availability of long-term dialysis
for undocumented aliens who are then forced to receive dialysis on an emergent basis
only.%5 The cost of care for undocumented ESRD patients receiving dialysis on an emergent
basis is 3.7 times higher than for those unauthorized immigrants receiving long-term
maintenance dialysis.®® End-stage renal disease in unauthorized immigrants is of great
public health and economic concern and warrants future research and re-evaluation of

current policies.

Transplantation

Limited data exist that suggest that Hispanics are equally likely to be referred for renal
transplantation but are less likely to progress beyond the early stages of the transplant
evaluation with some of the reasons including financial concerns, fear of the surgery, and
preference for dialysis.” Perhaps for this reason, Hispanics are underrepresented on kidney
waiting lists relative to the prevalence of CKD in this population.®® Once placed on the
transplant wait list, Hispanics have a longer unadjusted median time to transplant than non-
Hispanic Whites.# Factors that potentially contribute to the longer time on the wait list
inctude lower rates of organ donations in Hispanics relative to Whites,%%-70 less knowledge
and more fear-related barriers to living organ donation,’! and ethnic differences in the
frequency of HLA alleles coupled with current allocation policies.” Data regarding graft
survival in Hispanics have not been uniform, with some studies suggesting that Hispanics
and non-Hispanic Whites have similar rates of graft survival,’>-74 while other studies have
demonstrated poorer rates of graft survival in Hispanics.”> More recently, Gordon et al
found better patient and graft survival in Hispanics compared with non-Hispanics.”6 Further
studies are needed to clarify whether Hispanic ethnicity influences post-transplant outcomes.
In addition, policies are needed to address specific barriers within the transplant evaluation
process for Hispanics to ensure appropriate access to this important therapy.
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Conclusion

Chronic kidney disease is a growing and under-recognized health problem for US Hispanics.
Compared with non-Hispanics Whites, Hispanics have an increased incidence of ESRD that
appears independent of known clinical risk factors. Furthermore, among patients starting at
the same leve! of CKD, Hispanics are at increased risk for progression to ESRD.
Interestingly, data from NHANES suggest that the prevalence of CKD with decreased
eGFR, at least in Mexican Americans, is lower than in non-Hispanic Whites. The reason for
this discrepancy is unclear but could be related to more rapid progression of CKD. Many
questions remain unanswered including: factors influencing. CKD progression and CVD
outcomes; the validity of current GFR estimating equations; insights into differences in
outcomes among Hispanic subgroups; and the impact of health care disparities on CKD. For
these reasons, future research is needed to better understand the epidemiology and
complications of CKD in US Hispanics. Furthermore, it is essential that adequate numbers
of US Hispanics are included in future interventional trials to provide the necessary evidence
base to guide prevention and therapeutic strategies for CKD and ESRD.
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Table 1

Leading causes of ESRD requiring dialysis in Hispanics and non-Hispanic Whites in 20003
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O Primary Hispanic
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E_‘_? . Diabetes S88%  38.8%
3‘ : Hypertension/large
9‘ vessel disease 16.2% 23.7%
=2 Glomerulonephritis 9.1% 9.9%
g Etiology uncertain 3.5% 4.0%
% Other 12.4% 23.6%
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Obesity and Risk for Chronic Renal Failure
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Few large-scale epidemiologic studies have quantified the possible link between obesity and chronic renal failure (CRF). This
study analyzed anthropometric data from a nationwide, population-based, case-control study of incident, moderately severe
CREF. Eligible as cases were all native Swedes who were aged 18 to 74 yr and had CRF and whose serum creatinine for the first
time and permanently exceeded 3.4 mg/d] (men) or 2.8 mg/d] (women) during the study period. A total of 926 case patients and
998 control subjects, randomly drawn from the study base, were enrolled. Face-to-face interviews, supplemented with
self-administered questionnaires, provided information about anthropometric measures and other lifestyle factors. Logistic
regression models with adjustments for several co-factors estimated the relative risk for CRF in relation to body mass index
(BMI). Overweight (BMI = 25 kg/m®) at age 20 was associated with a significant three-fold excess risk for CRF, relative to BMI
<25. Obesity (BMI =30) among men and morbid obesity (BMI = 35) among women anytime during lifetime was linked to
three- to four-fold increases in risk. The strongest association was with diabetic nephropathy, but two- to three-fold risk
elevations were observed for all major subtypes of CRF. Analyses that were confined to strata without hypertension or
diabetes revealed a three-fold increased risk among patients who were overweight at age 20, whereas the two-fold observed
risk elevation among those who had a highest lifetime BMI of >35 was statistically nonsignificant. Obesity seems to be an
important—and potentially preventable—risk factor for CRF. Although hypertension and type 2 diabetes are important

mediators, additional pathways also may exist.

J Am Soc Nephrol 17: 1695-1702, 2006. doi: 10.1681/ASN.2005060638

and ESRD is increasing steadily worldwide (1,2). Al-

though the growing population with ESRD may be
explained partly by more complete registration and better sur-
vival, a true rise in CRF incidence seems to be indisputable (3).
This development parallels a rise in obesity prevalence of al-
most epidemic proportions.

Obesity has been implicated as a possible risk factor for
microalbuminuria in individuals with hypertension and diabe-
tes (4-6), and body mass index (BMI) was positively associated
with progression of IgA glomerulonephritis in a cohort study
(7). Studies from the general population suggest that obesity
also may be harmful to the kidneys in individuals without
hypertension, diabetes, or preexisting renal disease (8,9). In the
Framingham Offspring cohort (10), body mass was positively
related to the odds of having a GFR in the fifth or lower
percentile after long-term follow-up. Similarly, follow-up
among participants in health screening programs in the United
States (11) and Japan (12) demonstrated a significant positive
relationship between BMI and risk for ESRD, although this

7]:1 he number of patients with chronic renal failure (CRF)

Received June 20, 2005. Accepted March 15, 2006.
Published online aliead of print. Publication date available at www.jasn.org.

Address correspondence to: Dr. Elisabeth Ejerblad, Department of Hematology,
OTM, Uppsala University Hospital, SE-751 85 Uppsala, Sweden. Phone: +46-18-
611-00-00; Fax: +46-18-530-29-16; E-mail: elisabeth.cjerblad@meb.ki.se

Copyright © 2006 by the American Society of Nephrology

106

association seemingly was confined to men in the Japanese
study.

The aim of this study was to investigate the possible effects of
body mass on the incidence of moderately severe CRF overall
and by subtype. We obtained detailed anthropometric informa-
tion in a nationwide, population-based, case-control study of
incident preuremic CRF (13).

Materials and Methods
Study Participants

The study design has been described elsewhere (13). Briefly, the
Swedish National Population Register provided a well-defined source
population of 5.3 million native Swedes who were aged 18 to 74 yr and
lived in Sweden during the ascertainment period, May 20, 1996,
through May 31, 1998.

Eligible as cases were all men and women whose serum creatinine
level, for the first time and permanently, exceeded 3.4 mg/dl (300
winol /L) and 2.8 mg/dl (250 umol/L), respectively. For ensuring com-
plete case ascertainment, all medical laboratories that covered inpatient
and outpatient care in Sweden provided monthly lists of patients who
had undergone serum creatinine testing any time during the entire
study period. A second creatinine measurement, 3 mo after the first,
was done to verify the chronicity. Local physicians who treat patients
with renal diseases determined patients’ eligibility for the study by
reviewing the medical records of patients with elevated serum creati-
nine levels. The diagnosis of underlying disease was based on the
results of routine clinical evaluation. Patients with prerenal (e.g., severe
heart failure) or postrenal (e.g., outlet obstruction) causes or with kid-
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ney transplants were ineligible. Of eligible cases, 16% refused or were
too severely disabled to participate, and 6% had died, leaving 926 (78%)
participants.

Control subjects, who were frequency-matched to cases according to
age (=10 yr) and gender, were randomly selected from the 5.3 million
Swedes in the study base, using the nationwide National Population
Register. The control selection was carried out on three occasions
during the ascertainment period. Of 1330 selected control subjects, 998
(75%) participated, 17% refused, 4% could not be reached, and 4% were
too sick to participate. All study participants provided informed con-
sent, and the regional ethics committees and Swedish Data Inspection
Board approved the study protocol.

Data Collection

Study participants completed a mailed questionnaire about anthro-
pomefric measures (height; current weight; weight at ages 20, 40, and
60; and highest weight during lifetime), education, alcohol consump-
tion, and tobacco use. During a subsequent face-to-face interview,
professional interviewers from Statistics Sweden double-checked the
questionnaires and obtained information on medical history, occupa-
tion, and analgesic use. Although blinding of the interviewers to
case/control status of the participants was impossible, the interviewers
were instructed to interact similarly with case patients and control
subjects in a standardized manner.

Data Analyses

Relative risk for CRF among groups with different anthropometric
measures was estimated by odds ratios (OR) and 95% confidence
intervals (Cl) that were derived from unconditional logistic regression
models. We analyzed data stratified by gender throughout, except in
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analyses of disease-specific CRF, as a result of small sample sizes.
Continuous variables (BMI [body weight divided by height raised to
the second power, kg/m’], cumulative number of cigarette pack-years,
grams of alcohol per week) were categorized into quartiles according to
the distribution among control subjects. In addition, BMI was catego-
rized according to World Health Organization’s (WHO's) definitions of
overweight and obesity (14). Because few participants had a BMI >30
kg/m? at age 20, BMI at that age was dichotomized into <25 and =25
kg/m?. Level of education was categorized into <9 yr, 10 to 12 yr, and
=13 yr. An indicator of regular use of aspirin and paracetamol was
found to control sufficiently for confounding of nonnarcotic analgesic
use. Adjustment for socioeconomic status instead of number of school
years did not change the risk estimates. Always included as covariates
in our models were age, cumulative cigarette pack-years, grams of
alcohol consumed per week, ever/never regular use of paracetamol or
aspirin, and number of years of formal education. We tested for inter-
actions but did not include any interaction terms in the final models
because they were statistically insignificant. Model fit was verified with
the Hosmer and Lemeshow test (15).

Results
The participating case patients are characterized with regard

to renal function and underlying disease in Table 1. A majority
of the patients were in the preuremic stage: 80% had a creati-
nine level <4.5 mg/dl (400 umol/L); only 6% had a predicted
creatinine clearance (16) <10 ml/min. Approximately one third
of the patients had a diagnosis of diabetic nephropathy. The
second largest group was patients with glomerulonephritis
(28% of men and 16% of women), followed by renal vascular

Table 1. Participating case patients with CRF: Measures of renal function and underlying diagnosis®

Serum creatinine at inclusion (mg/dl; median [range])®

- Creatinine clearance (ml/min; median [range])
Diagnosis group
diabetic nephropathy (n [%])
type 1 diabetes
type 2 diabetes
unknown
glomerulonephritis (12 [%)])
IgA nephropathy
no renal biopsy
unclassified on biopsy
proliferative
focal segmental sclerosis
crescentic glomerulonephritis
other
renal vascular disease (n [%)])
other diagnosis (1 [%])
hereditary disease
systemic disease or vasculitis
other diagnosis
unknown renal disease

Men (n = 597) Women (n = 329)
3.8 (3.4t028) 32 (2.8t019)
22 (2 to 53) 19 (3 to 35)
180 (30) 106 (32)
75 46
97 54
8 6
168 (28) 54 (16)
55 8
40 14
27 15
18 8
13 3
8 4
7 2
100 (17) 39(12)
149 (25) 130 (40)
58 40
40 42
23 32
28 16

*CRF, chronic renal failure.
. PConversion factor for SI unit (umol/L) is 88.4.
“Predicted creatinine clearance (Cockroft-Gault formula).
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disease (17 and 12% of men and women, respectively). Mean
age was 58 yr for men and 57 yr for women among both case
patients and control subjects (Table 2). Compared with control
subjects, case patients were on average less well educated, used
more analgesics, and smoked more. The proportion of alcohol
users was lower among case patients, but the mean consump-
tion was somewhat higher. As expected, the prevalence of
self-reported hypertension was high among case patients: 87%
of men and 85% of women, compared with approximately 25%
of male and female control subjects. Diabetes, present in
slightly more than one third of the case patients, was reported
by 7% of the control subjects (both genders). Current BMI was
similar among case patients and control subjects, whereas mean
of lifetime highest BMI was significantly higher among case
patients, regardless of gender (P < 0.001).

OR for overall CRF in relation to BMI are presented sepa-
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rately for men and women (Table 3), although no statistically-
significant effect modification by gender could be confirmed,
neither when using quartiles as cut points for BMI categories
nor when using the WHO’s cut points for overweight and
obesity (P = 0.35 and P = 0.25, respectively). We found a
positive association of highest lifetime BMI with overall CRF
risk, particularly among men (Table 3). Men in the highest
quartile had a 2.3-fold increased risk (95% CI 1.6 to 3.3) com-
pared with those in the lowest quartile. The corresponding OR
was modest and statistically nonsignificant among women, but
when using WHO's cut points (14), clear excesses of three-fold
or greater were seen for BMI =35 kg/m” in both genders. Men
and women who reported a BMI =25 kg/m” at age 20 had a
significant three-fold elevated risk for CRF compared with
patients with BM1 <25 kg/m? BMI at age 40 and at age 60
showed similar relationships with CRF risk as did highest

Table 2. Selected characteristics of case patients and control subjects®

Men Women
Case Patients Control Subjects Case Patients Control Subijects
(n = 597) n = 6533 (n = 329) (n =34

Age at interview (yr; n [%])

18 to 24 5(1) 14 (2) 5(2) 6(2)

25to 34 34 (6) 32(5) 29 (9) 26 (8)

35 to 44 59 (10) 62 (9) 36 (11) 35 (10)

45 to 54 131 (22) 116 (18) 62 (19) 70 (20)

55 to 64 124 (21) 134 (21) 62 (19) 70 (20)

65 to 74 244 (41) 295 (45) 135 (41) 138 (40)
Education (yr; n [%)])

=9 350 (59) 355 (54) 187 (57) 170 (49)

10 to 12 129 (22) 150 (23) 80 (24) 96 (28}

>12 109 (18) 142 (22) 59 (18) 78 (23)

missing 9(2) 6(1) 3(1) 1(0)
Smoking (pack-years; #n [%])

never regular smokers 216 (36) 252 (39) 156 (47) 188 (54)

<66 61 (10) 94 (14) 18 (5) 44 (13)

6.7 to 159 86 (14) 85(13) 55 (17) 47 (14)

16.0 to 27.3 96 (16) 101 (15) 60 (18) 41(12)

>273 130 (22) 117 (18) 37 (11) 24(7)

missing 8 (1) 4(1) 3(1) 1(0)
Diabetes (n [%])

yes 206 (35) 45 (7) 123 (37) 23 (7)

no 391 (65) 608 (93) 206 (63) 322 (93)

missing 0(0) 0(0) 0(0) 00
Hypertension (n [%])

ves 518 (87) 160 (25) 279 (85) 88 (26)

no 77 (13) 488 (75) 49 (15) 257 (74)

missing 2 (0) 5(1) 1(0) 0 (0)
Height (cm; mean [SD]) 176.9 (7.3) 177.7 (7.0) 163.8 (6.4) 164.4 (5.7)
Current BMI (kg/m? mean [SD]) 25.6 (4.2) 25.8 (3.5) 25.0 (5.0) 25.3 (4.1)
Highest BMI® (kg/m2; mean [SD]) 28.5 (4.9) 26.8 (3.9) 283 (5.9) 26.7 (4.6)

*BMI, body mass index.
PLess than 6 mo of daily smoking in lifetime.
“Highest BMI in lifetime.
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Table 3. OR for CRF associated with BMI?
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Men Women
No. of Case OR® No. of Case OR®
Patlesz::ls)j/egg)sntrol (95% CI) Patlesnl:ls)j/e(cfz)sntrol (95% Cl)
Highest BMI (kg/m2)°
gender-specific quartiles®
Q1 (lowest quartile) 101/158 1.0 (referent) 64/81 1.0 (referent)
Q2 113/160 1.1 (0.8 to 1.6) 56/85 0.8 (0.5 to 1.3)
Q3 136/158 1.4 (1.0 to 2.0) 81/82 1.2 (0.7 to 1.9)
Q4 (highest quartile) 230/157 2.3 (1.6 to 3.3) 107 /84 1.3 (0.8 to 2.1)
cut points in accordance with WHO's
definition of overweight and obesity
<25.00 129/213 1.0 (referent) 96/136 1.0 (referent)
25.00 to 29.9 265/323 14 (10t0 1.9) 115/133 1.2 (0.8 to 1.8)
30.0 to 34.9 130/79 27 (19 to 4.0) 49/46 1.4 (0.8 to 2.4)
=35.00 56/18 44 (2410 8.2) 48/17 3.1 (1.6 to 6.1)
BMI at age 20 (kg/m?°
gender-specific quartiles
Q1 (lowest quartile) 94/136 1.0 (referent) 55/68 1.0 (referent)
Q2 75/130 0.9 (0.6 to 1.4) 52/75 09 (0.5t01.5)
Q3 125/142 1.3 (09 to 1.9) 48/72 08 (05t0 15)
Q4 (highest quartile) 175/138 19 (1.3 to 2.8) 86/72 1.4 (0.8 to 2.3)
cut points in accordance with the WHO
definition of overweight
<250 377/506 1.0 (referent) 211/274 1.0 (referent)
=25.0 92/40 31 (2.1 to 4.8) 30/13 3.0 (14 to 6.1)

2CI, confidence interval; OR, odds ratio; Q, quartile; WHO, World Health Organization.
®Adj